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“Used pre- op for 
hundred of surgical procedures... 
thousands of hospitals. 


SALICYLATE 


(Brand of carbazochrome salicylate) 


to control oozing and bleeding 


The problems of oozing and bleeding during surgical proce- 
dures are familiar to every surgeon. 

Adrenosem controls this oozing and bleeding by maintain- 
ing capillary integrity and by promoting the retraction of 
severed capillary ends. | 

No untoward reactions have been reported in more than 
five years of clinical use. 


Supplied in ampuls, tablets, and 
as a syrup. 


Write for comprehensive, illus- 
trated brochure describing the 


- action and uses of Adrenosem > 


Salicylate. 


°U.S. Pat. 2581850, 2506294 


tHe s. EWilassencitt company 


BRISTOL, TENNESSEE NEW YORK KANSAS CITY 
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powe frit KNOWS 
BY CATERPILLAR WHEN POWER FAILS 


Within two months, Clay County Hos- 
pital in Flora, Illinois, had eight power 
interruptions. But rarely did staff mem- 
bers know they had happened. Because 
when utility power fails, a Caterpillar 
D326 Diesel Electric Set automatically 
takes over the load in seconds. With a 
100 KW generator, the Cat standby 
power unit provides all the power needed 
in this 52-bed hospital for two iron lungs, 
extensive ‘X-ray equipment, electric mo- 
tors, an elevator and two 75 HP boilers. 


Nothing stops when power fails be- 
cause automatic starting controls swing 


oo 


the D326 into action. It operates until After extensive yeep the Saal of Clay oui engin selected a 
‘ death ‘call Cat D326 Diesel Electric Set to furnish dependable standby power in 
power is restored an en automatically case of external power failure. 


stops. This is dependable power—the 
kind a hospital must have. And it comes 


. : When power fails, this D326 picks up the load in seconds automatically. 
with the most dependable sini and serv Caterpillar Diesel Electric Sets use low-cost, non-explosive fuel. 


ice facilities you can get. 


There’s no need to go without this 
kind of insurance for your hospital, espe- 
cially if your hospital meets the require- 
ments necessary to obtain Federal aid 
available for emergency power installa- 
tion. Your Caterpillar Dealer will gladly 
help you select the standby power sys- 
tem you need. 


itet reasons 


Please write for the booklet, 
“Are Your Patients Really Protected?” 


Engine Division, Caterpillar Tractor 
Co., Peoria, Ill., U.S.A. 


Caterpillar and Cat are Registered Trademarks of Caterpillar Tractor Co. 


There is a Caterpillar Diesel Electric 
Set for your hospital. 


The 0326, 115 KW standby power 


D311, 30 KW continuous power The 0315, 60 KW standby power 
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lifts the burden of pain 
the burden of 
‘nateotic records 


DARVON COMPOUND 


The clinical usefulness of Darvon® (dextro propoxyphene hydrochloride, Lilly), 
alone and in combination, has been confirmed by more than a hundred in- 
vestigators in the treatment of over 6,300 patients. Under study were patients 
from every branch of medicine, including obstetrics, gynecology, surgery, 
orthopedics, and oncology. 


Consolidation of these reports shows that 5,663 patients (89.9 percent) ob- 
tained effective analgesia. The remaining 637 patients (10.1 percent) were not 
benefited. | 

In the hospital, the use of Darvon and Darvon Compound provides the addi- 
tional advantage of convenience for the hospital staff. A narcotic prescription 
is not required; physicians may prescribe them without the need for special 
records or time-consuming bookkeeping. 


Each Pulvule® Darvon Compound provides: 


(acet yisalicylic acid, Lilly ) 

Caffeine... . 2 gr.) 


Usual dosage: 1 or 2 = three or four times daily. 
Also available: Darvon, in 32 and 65-mg. Pulvules. 
Usual dosage: 32 mg. every four hours or 65 mg. every six hours. 


Darvon® Compound (dextro propoxyphene and acetylsalicylic acid compound, Lilly) 


Eti LiItlYy AND COMPANY + INDIANAPOLIS 6, INDIANA, U.S.A. 
920209 
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hospital association meetings 


AMERICAN HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 


1959 


Aug. 24-27—6lst annual meeting, New 
York City (Coliseum; Statler Hotel) 


1960 


Aug. 29-Sept. 1—62nd annual meeting, San 
Francisco (Civic Auditorium) 


MEETING AND INSTITUTE 
CALENDAR 


THROUGH SEPTEMBER 1959 


(American Hospital Association institutes 
are in BOLDFACE type. Meetings of other 
hospital associations are in LIGHTFACE 
type. Other organizations in the health 
field are shown in ITALICS.) 


APRIL 


1-3 Mid-West Hospital Association, Kan- 
sas City, Mo. (Municipal Auditorium; 
President Hotel) 

6-9 Ohio Hospital Association, Colum- 
bus (Veterans Memorial Auditorium; 
Deshler-Hilton Hotel) 

6-9 American Academy of General Prac- 
tice, San Francisco 

8-10 Southeastern Hospital Conference, At- 
lanta (Atlanta-Biltmore Hotel) 


9-10 New Mexico Hospital Association, 
Albuquerque (Western Skies Hotel) 

12-16 Annual Conference of Blue Cross 
Plans, Chicago 

13-17 Workshop on Team Nursing. Chicago 
(AHA Headquarters) 

13-17 Hospital Engineering. Baltimore (Lord 
Baltimore Hotel) 

15-17 Regional Conference on Development 
of Principles for Planning the Future 
Hospital System. Chicago (AHA 
Headquarters) 

16-17 Carolinas-Virginias Hospital Confer- 
ence, Roanoke, Va. (Hotel Roanoke) 

20-23 Evening and Night Nursing Service 
Administration, Buffalo, N.Y. (Lafay- 
ette Hotel) 

22-23 South Dakota Hospital Association, 
Huron 

23-24 lowa Hospital Association, Des Moines 
(Savery Hotel) 

23-25 Regional Conference on Development 
of Principles for Planning the Future 
Hospital System, New Orleans (Roo- 
sevelt Hotel) 

27-29 Tri-State Hospital Assembly, Chicago 
(Palmer House) 

27-May | American Psychiatric Associa- 
tion, Philadelphia 

27-May | National Association for Practi- 
cal Nurse Education, Cincinnati 
(Netherland-Hilton Hotel) 

28-May 1 Occupational Therapists, Waco, 
Tex. (Roosevelt Hotel) 


30-May 2 ge en Conference on Develop- 
ment of Principles for Planning the 
Future Hospital System, Salt Lake 
City, Utah (Hotel Utah) 


MAY 


4-7 Association of Western Hospitals, 
Salt Lake City, Utah (Utah Hotel) 
. Department 


Pittsburgh (Pick-Roosevelt Hotel) 
6-8 American Pediatric Society, Buck Hill 
Falls, Pa. 
7-8 Tennessee Hospital Association, Nash- 
ville (Andrew Jackson Hotel) 

11-13 Canadian Hospital Association, Mont- 
real (Queen Elizabeth Hotel) 

11-14 Texas Hospital Association, Houston 
(Shamrock-Hilton Hotel) 

11-15 National League for Nursing, Phila- 
delphia (Convention Hall) 

13-15 Regional Conference on Development 
of Principles for Planning the Future 
Hospital System, Washington, D. C. 
(Raleigh Hotel) 

13-15 Upper Midwest Hospital Conference, 
St. Paul (St. Paul Auditorium; Lowry 
and St. Paul Hotels) 

14 Massachusetts Hospital Association, 
Boston (Statler Hotel) 

18-20 Arkansas Hospital Association, Hot 
Springs (Arlington Hotel) 

18-21 Hospital Dental Service, San Fran- 


cisco (Sheraton-Palace Hotel) 


(Continued on page 91) 


PRINTED 
FORMS are more 


than just paper and ink! 


As tools of business, your printed forms can increase the efficiency 
of your hospital operation, or they can add considerably to the 
work load of your staff and create unnecessary errors in your 


accounting system, 


lf your business forms have grown like topsy, and you would 
like the expert help of someone who is familiar with hospital 
problems and procedures, call your Shelby representative. He can 
show you the way to record-keeping economies and save you 
money on your printed forms purchases. There's no obligation. 


THE 


SHELBY SALESBOOK g 


CONSULT TELEPHONE DIRECTORY 
FOR YOUR LOCAL SHELBY REPRESENTATIVE 


LOW-COST 
URINAL 


with Sanitary 
Snap-Tite Cap! 


Fully autoclavable, ZYLON 
Molded Utensils ore naturally 
warm to the touch for 
greater patient comfort. Can- 
not dent, chip, rust or corrode 

- yet they're priced well 
below noisy metallic items. 
This incomparable urinal has 
snap-on sanitary cap with 
tying tab . in white or 
aqua. Ask your distributor 
about this and other low-cost 
Zylon hospital items. 


Bed Pan Forceps Jars 
Emesis Basins Tumblers 
Wash Basins Sponge Bowls, 
Medicine Glasses Soap Dish, etc. 


ZYLON PRODUCTS CO., INC. 
40 Church St., Pawtucket, R. |I., 


U.S.A. 


MOLDED HOSPITAL UTENSILS 
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SURGICAL GUT | SILK | COTTON | NYLON | POLYETHYLENE | STAINLESS STEEL | ATRAUMATIC® NEEDLES—STANDARD OR PRE-CUT LENGTHS 


on safer, individually-packaged SURGILOPE SP* sterile suture strip pack 


e complete line in double-envelope strip pack eliminates all 
storage jars and solutions... checks cross-contamination at the 


suture level! 


e no broken glass to damage sutures, cut gloves and fingers, or 


invade operating field 
e loose coil replaces reel...eliminates kinks, avoids excessive 
handling 


- @ simple, speedy technic cuts preparation time... reduces waste 


by allowing extra sutures to be opened as needed 
e boxes instead of jars means no breakage, convenient storage, 


easier handling *Trademark Patent Pending 


SEE THIS IMPORTANT 0.R. FILM 


SURGILOPE SP*—A Safer Suture Dispensing 
yey Introduction by Carl Walter, M.D., 


20 min., sound & color, 16 mm. Available 
through your Surgical Products Division repre- 
sentative ... or write direct. 


—_CYANAMID 


NEW YORK. N. Y. 


SALES OFFICE: DANBURY, CONNECTICUT 


PRODUCERS OF DAVIS & GECK BRAND SUTURES AND 
vin ® BRAND HYPODERMIC SYRINGES AND NEEDLES 


- 
| AMERICAN CYANAMID COMPANY 
7 
SURGICAL PRODUCTS DIVISION 
30 ROCKEFELLER PLAZA 
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ochlorothiazide CIBA) 


and hypertension 


Fsidirix the most effective oral 
-diuretic-antihypertensive 
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Improved diuretic-antihypertensive; 
high degree of activity, low toxicity 


Greater activity: Milligram-for-milli- 


gram, Esidrix is the most effective oral 


diuretic known. With a therapeutic efh- 
cacy comparable to parenterally admin- 
istered mercurials, Esidrix is from 10 to 
15 times more potent than chlorothiazide 
and therefore provides the same thera- 
peutic benefits with but 1/10 to 1/15 the 
dosage. Animal studies indicate that 
Fsidrix is longer acting than chlorothia- 
zide, providing a smoother response. 


Low toxicity: According to animal 
studies, Esidrix is markedly less toxic than 
chlorothiazide and 1s therefore an excep- 
tionally safe diuretic-antihypertensive. 


Patients unresponsive to chlorothiazide 
and mercurials in many cases respond 
readily to Fsidrix. 


Use in hypertension: Fsidrix may be used 
alone or in combination with other anti- 
hypertensive drugs to bring about eflec- 
tive lowering of blood pressure. The drug 
potentiates the action of all other anti- 


SINGOSERP (syrosingopine CIBA) 
SERPASIL® (reserpine CIBA) 
APRESOLINE® hydrochloride (hydralazine hydrochloride CIBA) 
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T.M. 


(hydrochlorothiazide CIBA) 


hypertensive agents, including 
SINGOSERP, SERPASIL and APRESOLINE. 
Dosage (and side effects) of other agents 
often can be reduced when they are given 
with Esidrix. | 


Less dietary salt restriction: In many 
cases, Esidrix permits some moderation 
in severe sodium restriction and there- 
fore makes meals more palatable. Side 
effects are usually not severe and most of 
them can be overcome by adjusting the 
electrolyte balance (through dietary sup- 
plements), lowering the dose or adminis- 
tering the drug after meals. 


Dosage: Fsidrix is administered orally in 
an average dose of 75 to 100 mg. daily, 
with a range of 25 to 200 mg. A single dose 
may be given in the morning or tablets 
may be administered 2 or 3 times a day. 
Supplied: Tasiets, 25 mg. (pink, 
scored); bottles of 100. 
TABLETS, 50 mg. (yellow, 
scored); bottles of 100. 


CIBA 


SUMMIT, N.J. 
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Aushees and councils 


officats, 


Ray Amberg, University of Minnesota Hospitals, Min- 
neapolis 14 


President-Elect 
Russell A. Nelson, M.D., Johns Hopkins Hospital, 
Baltimore 5 


immediate Past President 
Tol Terrell, Shannon West Texas Memorial Hospital, 
San Angelo, Tex. 


Treasurer 
John ere: Passavant Memorial Hospital, Chi- 


Secretary 
Edwin L. Crosby, M.D., 840 North Lake Shore Drive, 
Chicago 11 


Assistant 
Maurice J. Norby, 840 North Lake Shore Drive, 
Chicago 11 


Board of Trustees 


May Amberg, ex officio, chairman, University of Min- 
nesota Hospitals, Minneapolis 14 

John N. Hatfield, ex officio, Passavant Memorial Hos- 
pital, Chicago 11 

Russell A, Nelson, M.D., ex officio, Johns Hopkins 
Hospital, Baltimore 5 

Tol Terrell, ex officio, Shannon West Texas Memorial 
Hospital, San Angelo, Tex. 

Ferm Expires 1959 

Abbie E. Dunks, Boston Dispensary, Boston 11 

Reid T. Holmes, North Carolina Baptist Hospital, 
Winston-Salem 7, N.C 

Ray K. Swanson, Swedish Hospital, Minneapolis 4 

Term Expires 1960 

ht. Rev. Msgr. Edmund J, Goebel, archdiocesan direc- 
tor of hospitals, Milwaukee 12 

Rear Adm. B. W. Hogan, MC, USN. surgeon general, 
Department of the Navy, Washington 25 

Carl C. Lamley, Stormont-Vail Hospital, Topeka, Kans. 

Term Expires 196! 

D. KR. Easton, M.D., Royal Alexandra Hospital, Ed- 
monton, Alta. 

Frank 8. Groner, Baptist Memorial Hospital, Memphis 
3. Tenn. 

Clarence E. Wonnacott, Dr. W. H. Groves Latter-Day 
Saints Hospital, Salt Lake City 3, Utah 


Coordinating Council 


Ktussell A. Nelson, M.D., chairman, Johns Hopkins 
liospital, Baltimore 5 

Ray Amberg. ex officio 

4. Milo Anderson, Strong Memorial Hospital, Rochester 
20, N. 

E. Dwight Barnett, M.D... Palo Alto-Stanford Hospital 
Center, Palo Alto, Calif. 

Robin C. Buerki, M.D., Henry Ford Hospital, Detroit 


Stanley A. Fergusen, University Hospitals of Cleveland, 
Cleveland 6 

Charles Garside, Associated Hospital Service of New 
York, New York 16 

T. Stewart Hamilton, M.D., Hartford Hospital, Hart- 
furd 15, Conn. 

Mrs. Chester A. Hoover, Santa Monica Hospital, Santa 
Monica, Calif. 

Boone Powell, Baylor University Hospital, Dallas 10, 
Tex. 


Council on Administrative Practice 


Chairman: Stanley A. Ferguson, University Hospitals 
of Cleveland, Cleveland 6 

Term Expires 1959 

Sister Mary Brigh, R.N., St. Mary's Hospital, Roches- 
ter, Minn. : 

Riley McDavid, Kenosha Hospital, Kenosha, Wis. 

Richard T. Viguers, New England Center Hospital, 
11 

Term Expires 1960 

Horace M. Cardwell, Memorial Hospital, Lufkin, Tex. 

George A. Hay (vice chairman), Hospital of the 
Woman's Medical College of Pennsylvania, Philadel- 
phia 29 

Clyde L. Sibley, Birmingham Baptist Hospital, Bir- 
mingham 11, Ala. 

Term Expires (96! 

Mark Berke. Mount Zion Hospital and Medical Center, 
San Franciseo 15 

James M. Crews. Methodist Hospital, Memphis 4. Tenn. 

William K. Klein, Long Island College Hospital, 
Brooklyn 1 Y 

Secretary: Richard L. Johnson, 840 North Lake Shore 
Drive, Chicago 11 


Council on Association Services 

Chairman: Boone Powell, Baylor University Nospital, 
Dallas 10. Tex 

Term Expires 1959 

John A. Dare, Virginia Mason Hospital, Seattle 1 

lat N. Groner (vice chairman), Baptist Hospital, 
Pensacola, F 


Donald M. Rosenberger, United Hospitals of Newark, 
Newark 7, N.J. 
Expires 1960 
Lyons, American Protestant Hospital Associa- 
Chicago 3 
Roy R. Prangley, St. Luke's Hospital, Denver 3 
Abram L. Van Horn, M.D.. Kate Macy Ladd Con- 
valescent Home. Far Hills, N.J 


Term Expires 1961 

Avery M. — California Hospital Association, San 
Francisco 2 

Sister Rose Marie, St. Mary's Hospital, Pierre, 8. Dak. 

Rev. Granger Westberg, University of Chicago Clinics, 
Chicago 37 


Secretary: Edmond J. Lanigan, 840 North Lake Shore 
Drive, Chicago 11 


Blue Cross Commission 


Chairman: Charles Garside, Associated Hospital Serv- 
ice of New York, New York 16 


Term Expires (959 
H. Charles Abbott (vice chairman), Hospital Service 
of Southern California, Los Angeles 


Kenneth B. Babcock, M.D., Joint Commission on Ac- | 


creditation of Hospitals, Chicago 11 
Charles Garside, Associated Hospital Service of New 


Elisha M. Herndon, Hospital Care Association, Inc., 


Walter It. McBee (treasurer), Group Hospital Serv- 
ice, Inc.. Dallas 22, Tex 

John B. Morgan Jr.. Associated Hospital Service, Inc., 
Youngstown 7. Ohio 

Stanley H. Saunders. Hospital Service Corporation of 
Rhode Island. Providence 2, R.TI. 


Term Expires 1960 

George T. Bell, Hospital Service Association of North- 
eastern Pennsylvania. Wilkes-Barre, Pa. 

Joseph O. Burger, Nebraska Blue Cross Hospital Serv- 
ice Association, Omaha 2. Nebr. 

Frank 8S. Groner, Baptist Memorial Hospital, Memphis 
3, Tenn. 

Ralph G. Hammersley Jr., Associated Hospital Serv- 
ice of Capital District, Albany 10, N.Y. 

William McNary. Michigan Hospital Service, De- 
troit 26 

Joseph A. Monaghan. Alberta Blue Cross Plan, Ed- 
monton, Alta. 

F. Singleton, Blue Cross-Blue Shield of Alabama, 

Birmingham 5. Ala. 


Term Expires 1961 
Rt. Rev. Msgr. Robert A. Maher. diocesan director of 
health and hospitals, Tolede 2, Ohio 


Director: Richard M. Jones, 840 North Lake Shore 
Drive. Chicago 11 


Council on Government Relations 


Chairman: Robin C. Buerki, M.D., Henry Ford Hos- 
pital, Detroit 2 


Term Expires 1959 

Edwin B. Peel, Georgia Baptist Hospital, Atlanta 3 

Martin R. Steinberg,’ M.D.. Mount Sinai Hospital, 
New York 29 

William L. Wilson (vice chairmen), Mary Hitchcock 
Memorial Hospital, Hanover, N.H 


Term Expires 1960 

Harry E. Panhorst, Washington University Clinics, St. 
Louis 10 

Harold Prather, Richmond Memorial Hospital, Rich- 
mond 27, Va 

Kenneth Wallace, St. John's Hospital, Tulsa 4, Okla. 


Term Expires 196! 

James I’. Dixon, M.D.. Department of Public Health, 
502 City Hall Annex, Philadelphia 7 

Kenneth Holmquist, Bethesda Hospital, St. Paul 1 

Rev. John J. Humensky. Ph.D... Catholic Charities 
Bureau, Diceese of Cleveland, Cleveland 14 

Secretory: Kenneth Williamson. Washington Service 
Bureau, Mills Bldg.. 17th St. and Pennsylvania Ave., 
N.W., Washington 6 


Council on Hospital Auxiliaries 


Chairma@n: Mrs. Chester A. Hoover, Santa Monica 
Hospital, Santa Monica, Calif 


Term Expires 1959 
Mrs. Columbus Conboy, St. Joseph Infirmary, Louisville 
K 


Mrs. Sinton P. Hall, Children’s Hospital, Cineinnati 
| 


F. Ross Porter, Duke Medical Center Foundation, Duke 
Hospital, Durham, N.C. 


Term Expires 1960 
Guy M. Hanner, Good Samaritan Hospital, Phoenix. 


Ariz 

Mrs. Harry Milton, Jewish Hospital of St. Louis. St. 
Louis 10 

Laura Vossler, Columbia-Presbyterian Hospital in the 
@ity of New York, New York 32 


OF THE AMERICAN HOSPITAL ASSOCIATION 


Term Expires 196! 

Mrs. Palmer Gaillard 7. (vice chairman), Mobile 
Infirmary, Mobile 16, 

. Lang, State School and 

Hospital, Cambridge. Minn. 

. Scharbau, Rockford Memorial Hospital, 

Rockford, Ti. 


: Patricia Sussmann, 840 North Lake Shore 
1 


Secretary 
Drive, Chicago 1 


Council on Planning, Financing 
and Prepayment 


Chairman: 3. Milo Anderson, Strong Memorial Hos- 
pital, Rochester 20, N.Y. 


Term Expires 1959 
Alfred Paul Bay, M.D., Topeka State Hospital, Topeka. 
Kans. 
Wesley G. Lamer, Physicians and Surgeons Hospital, 
Portland 9, Ore. 
Sidney Liswood, New Mount Sinai Hospital, Toronto 
t. 


” 

Term Expires (960 

Herman Herold, North Louisiana Sanitarium. Shreve- 
port 7, La 

Delbert L. Pugh. Columbus Hospital Federation, Colum- 
bus 3. Ohio 

Sister Mary Vincent, R.N., Santa Rosa Hospital, San 
Antonio 7, Tex. 


Term Expires 1961 

Dean A. Clark, M.D. (vice cneirman}, Massachusetts 
General Hospital, Boston 1 

John Porterfield, deputy surgeon general, 
Public Health Service, Washington 25 

John H. Zenger, Utah Valley Hospital, Provo, Utah 


retary: Hiram Sibley, 840 North Lake Shore Drive, 
Chicago 11 


Council on Professional Practice 


Chairman: T. Stewart Hamilton, M.D., Hartford 
Hospital, Hartford 15, Conn. 


Term Expires 1959 

George E. Cartmill Jr., Harper Hospital. Detroit 1 

Edna 8S. Lepper, R.N., Massachusetts General Hospi- 
tal. Boston 14 

W. W. Stadel. M.D., San Diego County General Hos- 
pital, San Diego 3, Calif. 


Term Expires 1960 

Louis B. Blair, St. Luke's Methodist Hospital, Cedar 
Rapids, lowa 

Gerhard Hartman, Ph.D., University Hospitals of Iowa, 
lowa City, Towa 

Leon C. Pullen Jr., Decatur and Macon County Hospi- 
tal, Decatur, IM. 


Term Expires 

Leonard 0. Bradley. M.D., Winnipeg General Hospi- 
tal, Winnipeg 3. Man. 

Richard DPD. Vanderwarker, Memorial Center for Cancer 
and Allied Diseases. New York 21 

David B. Wilsen, M.D. (vice chairman), University 
Hospital, Jackson 5. Miss. 


Secretary: Madison B. Brown, M.D., $40 North Lake 
Shore Drive, Chicago 11 


Council on Research and Education 


Chairman: E. Dwight Barnett, M.D.. Palo Alto- 
Stanford Hospital Center, Palo Alto; Calif. 


Term Expires 1959 

Philip D. Bonnet, M.D. (vice chairman), Massa- 
chusetts Memorial Hospital, Boston 18 

Nelson F. Evans, University Hospital, Little Rock, Ark. 

Harold A. Zealley, €lyria Memorial Hospital, Elyria. 
Ohio 


Term Expires 1960 

Celeste Kemler, Valley View Hospital. Ada, Okla. 

J. Dewey Lutes, Woonsocket Hospital, Woonsocket, RI 

Harry M. Malm, Lutheran Hospital and Home Society, 
P.O. Box 1587, Fargo. N. Dak. 


Term Expires 196! 

Maj. Gen. Elbert DeCoursey, MC, USA. Army Medi- 
cal Service School. Fort Sam Ronson Tex 

Charles S. Paxson Jr.. Hahnemann Hospital. hiladel- 
phia 2 

James W. Stephan, University of Minnesota, Minne- 
apolis 14 

Secretary: Daniel S. Schechter, 840 North Lake Shore 
Drive, Chicago 11 

Executive Staff 

Edwin L. Crosby, M.D.. director 

Maurice J. Norby. deputy director 

Kenneth Williamson, associaie director 

Madison B. Brown. M.D.. associate director 

James E. Hague. assistant director 

Richard L. Johnson. assistant director 

Edmond J. Lanigan, assistant director 


John E. Sullivan, conirolier 
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RUBBER ELASTIC BANDAGE 


STANDS OUT BECAUSE IT STANDS UP 


under constant use—With a tensile strength greater than any competitive bandage, amazing 
new ACE has increased resistance to tearing built into every strand. Even after repeated wear 


and laundering, ACE continues to provide firm, anatomically correct support. 


under higher heat—Even 15 hours of dry heat sterilization at 320° F. can’t wilt this new ACE... 
the specially developed rubber threads retain elasticity to a degree never thought possible before. 


for maximum economy -— Specify ACE hospital packaging. Individually polyethylene wrapped 
bandages, 2”, 2/2”, 3” or 4” widths, in boxes of twelve...6” width in boxes of six. Readily avail- 


able from your nearby distributor—the single source for most of your hospital supplies. 


BECTON, DICKINSON AND COMPANY: RUTHERFORD, NEW JERSEY 


B-D AND ACE ARE REGISTERED TRADEMARKS OF BECTON, DICKINSON AND COMPANY 6859 
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Two sizes: Adult/children-over-three; 
| Pediatric (newborns and children) 


_ now available from your dealer — 


i 
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mouth-to-airway rescue breathing’? with 


RESUSITUB 


AIRWAY 


JRADEMARK 


e reoxygenates victim’s lungs with 5 to 9 inflations 
(10-20 seconds)! | 
e eliminates direct oral contact with victim 


e Clinically proved under test and field conditions with 
professional and non-professional personnel 

e 2 sizes—adult/child and pediatric— provide 4 combi- 
nations of mouthpiece and oropharyngeal airway for all 
ages 

e easily carried in pocket, glove compartment or bag, 
ready for emergencies 


Expired air resuscitation is recognized as the lifesaving method 
of choice...moves far more air into lungs than manual meth- 
ods?*...the mouth-to-airway modification maintains open air 
passage during resuscitation! and transportation is less fati- 
guing to rescuer. 
_ Lifesaving in asphyxia. For use: (1) in reviving non-breathing 
victims of drowning, electric shock, smoke or gas inhalation, 
drug or chemical poisoning, certain head, neck, chest and abdo- 
men injuries, convulsions, cardiac arrest, and other causes of 
asphyxia; and (2) in helping to prevent asphyxia by maintaining 
an open air passageway in victims who are unconscious but 
still breathing. 


(1) Safar, P., and McMahon, M.: Mouth-to-Airway Emergency Artificial Respiration, 
J.A.M.A. 166:1459 (March 22) 1958. (2) Safar, P.: Mouth-to-Airway, Anesthesiology 
18:904 (Nov.-Dec.) 1957. (3) Safar, P.; Escarraga, L. A., and Elam, J. O.: A Comparison 
of the Mouth-to-Mouth and Mouth-to-Airway Methods of Artificial Respiration with 
the Chest-Pressure Arm-Lift Methods, New England J. Med. 258:671 (April 3) 1958. 
(4) Gordon, A. S.; Frye, C. W.; Gittelson, L.; Sadove, M. S., and Beattie, E. J., Jr.: 
Mouth-to-Mouth versus Manual Artificial Respiration for Children and Adults, J.A.M.A. 
167:320 (May 17) 1958. (5) Elam, J. O.; Greene, D. G.; Brown, E. S., and Clements, J. A.: 
Oxygen and Carbon Dioxide Exchange and Energy Cost of Expired Air Resuscitation, 
J.A.M.A. 167:328 (May 17) 1958. (6) Safar, P.: Ventilatory Efficacy of Mouth-to-Mouth 
Artificial Respiration, J.A.M.A. 167:335 (May 17) 1958. 
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-BUILT SUCTION AND PRESSURE UNITS | 


*Iimproved motor assembly and simplified electrical installation 
result in lower manufacturing costs which are reflected favorably 
in the prices of these new models. 


These suction and anesthesia units are totally explosion proof 
and approved by Underwriters’ Laboratories, Inc. for use in 
Class 1, Group C hazardous locations. All tubing, casters and 
bumpers on the Bellevue and Printz models are of conductive 
rubber. Motor units are rubber mounted, minimizing vibration. 
Cabinets are insulated with Celotex to insure noiseless operation. 


@ New IMPROVED BELLEVUE MODEL, CAT. No. 100-75. 
Now equipped with 32-ounce suction bottle for the exclusive 
use of the anesthetist in addition to the regular 1-gallon suction 
bottle and 32-ounce ether bottle. 


Equipped with 1-gallon suction bottle and recessed suction 
gauge. Printz Model, Cat. No. 100-85 (not illustrated) has a 
32-ounce ether bottle in addition to the 1-gallon suction bottle. 


Printz Model, Cat. No. 100-87 (not illustrated) is same as 100-85 


but equipped with separate rotary compressors for ether bottle 
and suction bottle. | 


@ NEW IMPROVED TOMPKINS MODEL SUCTION AND 
ANESTHESIA UNIT, CAT. No. 100-10. 


Complete with 32-ounce suction bottle, 16-ounce ether bottle, 
two-way by-pass valve and spray tube. Sklar Pump Table, Cat. 
No. 100-40 (not illustrated) mounted on conductive rubber cast- 
ers, complete with utility drawer, shelf and rack for sprays and 
sinus cleanser. Tompkins Model for suction only, Cat. No. 100-15 
(not illustrated) is equipped with two 32-ounce suction bottles — 
and no ether bottle. 3 

Standard color for all units is Sklar silver grey baked enamel. 


DESCRIPTIVE LITERATURE ON REQUEST 


— 


Sklar Equipment is available through 
LONG ISLAND CITY, N.Y. accredited surgical supply distributors. 
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headquarters 


Half-bed rails 


As a result of the study made in 
California, are half-bed rails the rec- 
ommended type for patients who re- 
quire bed rails? 


This inquiry was referred to 
Ritz E. Heerman, chairman of the 
AHA Committee on Insurance for 
Hospitals. His reply is as follows: 

In California, we do not rec- 
ommend half-bed rails except for 
the adjustable height bed, and, if 
the bed is always left in the low 
position, the half-bed rail is more 
satisfactory than a full rail. 

The full-bed rail is still rec- 
ommended for the high bed. Ex- 
periments are now being conducted 
with a three-quarter rail. Statis- 
tics in California show that the use 
of half-bed rails on the high bed 


The answers to these questions should not be con- 
strued as being legal advice. Hospitals with legal 
problems are advised to consult their own attorneys. 


still allow patients to fall out of 
bed and become injured. With a 
half-bed rail, patients feel they can 
get out of bed and, because they 
cannot reach the floor, may fall 
even with the support of the half- 
bed rail. 

There has never been a judg- 
ment in California where the full 
rails have been on the bed, even 
though the patient has gone over 
the rails and probably received a 
more severe injury than if the rails 
had not been there. The courts 
have more or less taken the view 
that the hospital has done all it 
can when it puts up the full rails. 
In our insuring requirements in 
our group comprehensive policy, 
we insist that the hospital must 
have a standing order as to the 
type of patient that requires bed 
rails. Also, if a patient is active 
and at the same time irrational, 
the hospital should have the pa- 
tient’s relatives sign a standard 


release form agreeing that con- 
stant nursing attention is neces- 
sary and, if they cannot afford 
special nurses, that some member 
of the family should be with the 
patient at all times.—Ritz E. Heer- 
man, executive vice-president, Lu- 
theran Hospital Society of South- 
ern California, Los Angeles. 


Offices for staff physicians 


Does the American Hospital As- 
sociation approve the renting of office 
space in a hospital to staff physicians? 


The rental of office space in a 
hospital to staff physicians is a 
comparatively new procedure and 
there are many pros and cons 
which are being publicized. 

The American Hospital Associa- 
tion does not have a statement of 
policy regarding this. Articles on 


this subject by C. Rufus Rorem, 


Ph.D., were published in the Aug. 
16, 1958, and March 1, 1959 issues 


The improved analog 


chlorothiazide you have 
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hearing about 
product of CIBA research 


edema and hyperiénion 


‘ 
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of HOSPITALS, J.A.H.A. A mono- 
graph by this same author entitled 
“Physicians’ Private Offices in Hos- 
pitals”, was also recently pub- 
lished by the American Hospital 
Association. Copies of this mono- 
graph are available for $2 from 
the Association headquarters. 

In general, those hospitals which 
have established such a procedure 
have found it very satisfactory but 
one must consider the tax status of 
the institution when it rents space. 

—J. R. ANDERSON, M.D. 


Teen-age volunteers 


What are the age limitations for 
teen-age volunteers? Are there cer- 
tain hospital activities generally rec- 
ognized as suitable for teen-agers? 


The American Hospital Asso- 
ciation believes, first, that the 
primary purpose of a teen-age 
volunteer program should be edu- 
cational, that it is a part of the hos- 
pital’s total community education 
program. Specifically, such a pro- 
gram can provide young people 
an opportunity to learn the satis- 


faction of service to a community 
institution and to develop a sense 
of civic responsibility. It can also 
serve as a potential means of re- 
cruitment by exposing youngsters 
to working hospital careers. In the 
Association’s view, this education 
purpose is the paramount reason 
for establishing a teen-age volun- 
teer service program, and the 
service which teen-age volunteers 
can give in the hospital, while use- 


ful, is secondary. 


In considering age limitations 
for the teen-age volunteer, it is 
important to keep in mind any 
local labor and public health reg- 
ulations which may affect the eli- 
gibility of teen-agers to serve as 
volunteers. Beyond any such reg- 
ulations, the hospital has a great 
responsibility to its patients and 
to the young volunteer. 

Ideally, teen-age volunteers 
should be limited to the ages of 
16 and 18. However, as a practicai 
measure, the minimum age re- 
quirement is often 14. Duties as- 
signed to teen-age volunteers, of 
course, vary greatly. Many believe 
that teen-age volunteers should 


not have direct patient contact be- 
fore the age of 16 and then only 
if they have had a year or more 
of volunteer experience and spe- 
cial training, and are under close 
supervision. 

There are many tasks available 
in the hospital for the 14-16 age 
group which do not involve direct 
patient contact but can interest 
the youngsters and provide useful 
supplemental service for the hos- 
pital. By establishing a graded 
system of service which specifies 
age and experience as criteria for 
assuming more responsibility, we 
feel that the teen-agers are given 
a goal toward which to work. 

There are certain activities 
which are generally recognized as 
being completely suitable for teen- 
agers, including: working in cen- 
tral supply; clerical and cata- 
loguing assistance in the hospital 


library; checking linens in the 


linen room; sorting mail; messen- | 
ger and delivery service to de- 
partmental areas and nursing sta- 
tions, and checking bulk supplies 
in the storeroom. 

—PATRICIA SUSSMANN 


Package 


*% Control Unseen Bacterial Soil 
Complete “Tailor-Made” 


Sanitation [ 


Ideal for 
“Comer nsive ON-THE-PREMISES 
Environmental 


WASHETTE for Operating Rooms 

WASHETTE fer Contagious Wards 
WASHETTE for Maintenance wash 
Up-to-the-minute construction 

and design provides sterilizing, 
washing rubber wear, etc. 


Completely Flexible Cook Wash- 
ette fits all the varied and 
complex laundry problems. 


Reduce linen inventories - SAVE! 
Have what you need where and 


le Conk 


AMERICA’S LEADING OPEN-END WASHER 


Dependable — Economical — Efficient 
Stainless Steel Construction Inside and Out . 


Klenzade advances in sanitation tech- € 
nology bring you specialized hospital 
detergents and sanitizers for new high standards of 


basic biologic cleanliness. Proved methods applied by 


experienced technicians according to particular needs. 
Klenzade products and methods provide finest possible 
insurance against outbreak hazards. 


Exceptional Programs for All Departments 


Formula Rooms, Physiotherapy, Central Supply, 
Food Service, Housekeeping, etc. 


KLENZADE PRODUCTS, INC. 


BELOIT, 
Visit ovr Beoth—Net. Restevrant Show 


14 


when you need it. 
Available im 25, 50, 75, 100 Ib. 
sizes, pedestal and cabinet models; 
automatic, semi-autematic, menveal 
controls; supply injector available. 
Write fer FREE brechure 
WASHERS - EXTRACTORS 
DRY TUMBLERS 6 


APPROVED 


48-Hour Shipment eon all Standard Models 


Caak. he. 


4301 S. Fitzhugh Ave. Dalias 10, Texas” 
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available few bulk purchase only 
at bulk Savings... 


LATEX 
INFLATABLE 
BAG 
CATHETERS 


Vt Ss r 


fe towitnstan ling and at 


AV ailable in gross Ic 
sizes — in of one 
types: Standard self-retaining 
aa catheter with self-sealing plug. Capacities: 
5 and 30 cc. Size range: 14 te 


American Makers, Inc. the 


PELHAM MANOR (PELHAM), NEW YORK — 
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SYMBOL OF SECURITY FOR YOUR HOSPITAL 


SAFETY 


TESTED 


; 


HOSPITAL FURNITURE AND 
EQUIPMENT 


4655 
OVERBED TABLE 


1496-PG 
ELECTROMATIC BSED 


25623 
CABINET 


BASSINET OUTFIT 


HARD 
MAKES MORE 
THAN 350 LIFE- 
LONG QUALITY 
ITEMS FOR THE 


HOSPITAL FIELD. 
WRITE FOR 
CATALOG. 


LIFE-LONG 12 
MATTRESS 


1972 MPG 
YOUTH CRIB 


MANUFACTURING COMPANY 
117 TONAWANDA STREET 
BUFFALO, NEW YORK 
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[digest of NEWS 


Conference of the Surgeon General with the State Hospital and Medical 
Facilities Survey and Construction Authorities recommended, in its mid- 


March report, that: 


@ “...More funds than are currently authorized...must be made 


available to develop and improve 
urban facilities [existing hospi- 
tals], and that in determining how 
these increased funds—over and 
above the $210 million currently 
authorized—are to be allotted to 
the states, consideration should be 
given to the fact that the needs of 
urban areas may not be uniform 
throughout the country.” 

@® The surgeon general of the 
Public Health Service and the 
American Hospital Association 


should establish a nongovernmen- 
tal organization “to evaluate, ap- 
prove and label equipment, sup- 
plies, and materials commonly 
used in hospitals and related in- 
stitutions, in fields not covered by 
such organizations as the Under- 
writers Laboratory, National Fire 
Protection Association, the Na- 
tional Sanitation Foundation, the 
Bureau of Standards, and similar 
groups already in existence.” 


> REPORT FROM WASHINGTON—The 
omnibus housing bill—containing 
provisions for federal loans for 
construction of student nurse and 
intern housing, proprietary nurs- 
ing homes, and housing for the 
elderly—has been held up in com- 
mittee. Details p. 83. 

@ ‘‘Medicare”’ officials have 
urged hospitals to file bills for 
service rendered to dependents un- 
der the Dependents’ Medical Care 
Program. Details p. 83. 

@ Hospitals operating schools 
will be able to benefit from an In- 
ternal Revenue Code amendment 
that exempts the school from pay- 
ing certain federal taxes on com- 
munications, transportation, gaso- 
line, and certain office equipment. 
Details p. 83. 

@ A proposal to permit the Vet- 
erans Administration to have 125,- 
000 hospital beds has been en- 
dorsed by President Eisenhower. 
Details p. 84. 

@ Hearings concerning federal 
payments for health insurance for 
two million U. S. government em- 
ployees and their families are to 
be held later this month by a Sen- 
ate committee. Details p. 85. 


PATIENTS COME FROM OTHER HOSPI- 
TALS’ SERVICE AREAS, SURVEY SHOWS— 
A study of admission records at 42 
hospitals in Ohio has disclosed that 
most hospitals draw more than 
half of their patients from the im- 
mediate service areas of other 
hospitals. 
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This, the committee conducting 
the survey concluded, indicates 
that hospitals in a metropolitan 
area must plan their growth to- 
gether rather than individually, as 
has been the practice in the past. 
Details p. 88. 


LICENSE NONPROFIT HOSPITALS, PENN- 
SYLVANIA COMMITTEE RECOMMENDS— 
The Pennsylvania Governor’s 
Committee on Merger of the De- 
partments of Welfare and Public 
Assistance has recommended that 
the state license nonprofit hospi- 
tals operating in Pennsylvania and 
that 10 state-owned community 
hospitals be transferred to local 
ownership. Details p. 89. 


> BILLS AFFECTING HOSPITALS UNDER 
STUDY BY STATE LEGISLATORS—Eight 
state hospital associations have 
reported that their respective state 
legislatures are presently consid- 
ering passage of bills of impor- 
tance to hospitals. Details p. 89. 


D FIRE, TRAFFIC ACCIDENT VICTIMS RE- 
CEIVE HOSPITAL ATTENTION—Seven- 
teen persons were injured on 


March 5 in a fire at the Hotel Gary 
in Hazleton, Pa. Details p. 90. 

@ Thirty persons were injured 
—21 of them requiring surgery— 
in a truck-automobile collision on 
March 8 in Norwalk, Calif. Details 
p. 90. 

@ Eighteen persons were injured 
in downtown Pittsburgh on March 
10 when a bus’ brakes failed in 
rush-hour traffic. Details p. 90. 


> FOUR PERISH IN BLAZE AT HOME FOR 
ELDERLY—-F our residents of Jennings 
Terrace Home, Aurora, Ill., died 
on March 13 in a fire which swept 
the 10l-year-old building housing 
the institution for the aged. 

Six other persons were hospital- 
ized at Copley Memorial Hospital, 
Aurora, and 88 persons escaped. 
Those trapped by the flames, be- 
lieved to have started in one of 
the resident’s rooms while she was 
out, ranged in age from 80 to 98. 

The home had been refused a 
state nursing home license in 1958 
and 1959 because a sprinkler sys- 
tem had not been installed, al- 
though the state said on March 8, 
1957, that such a system should be 
installed. The institution had con- 
tinued to operate without a license 
because it is primarily a home for 
the aged; such homes are not 
licensed by Illinois. Nursing homes 
were not licensed by the state 
prior to 1957. 

State Fire Marshal John Twom- 
ey reported that his department 
had recommended in 1951 that 


sprinklers be installed in the home, 


but the recommendation did not 
have the force of law. 

Leila Rozelle, superintendent of 
the home, said that work on a 
$17,000 sprinkler system had be- 
gun and was to have been com- 
pleted in April. 


Worth Quoting 


“, . . Productive research is a matter more of men than of money, 
and discovery has its roots in a desire for knowledge combined with 
judgment, inspiration, luck and the will to overcome obstacles . . .”-— _ 
New England Journal of Medicine, Dec. 25, 1958. 


| > FUNDS FOR URBAN HOSPITAL IMPROVEMENTS RECOMMENDED BY CONFERENCE—The a 


. WORLD HEALTH ORGANIZATION MARKS 
11TH ANNIVERSARY—“Menta!l Illness 
and Mental Health in the World 
of Today” has been chosen as the 
theme for World Health Day, 
April 7, in commemoration of the 
lith anniversary of the World 
Health Organization. 


> BRITISH GOVERNMENT PROPOSES 
CHANGED LAW FOR MENTAL CASES—— 
The British Parliament is consid- 
ering passage of a bill to revamp 
the nation’s method of handling 
mental patients. 


Under the government’s bill, no 
one could be hospitalized for men- 
tal reasons without an application 
signed by two physicians, one of 
whom would have to be a psychia- 
trist. A certificate from one doctor 
has been enough to cause hospitali- 
zation of a mental patient. 

All mental patients would have 
the right of appeal to a local tri- 
bunal within six months after 
being detained and no mental pa- 
tient could be hospitalized for 
more than three years at a time 
without having his case reviewed 


fund raising. 


industries. 


It is yours for the asking. 


3545 Lindell Bovlevard 
St. Lovis 3, Missouri 
Jefferson 5-6022 


It is the first thing you should think of when you think of 


‘It is the first thing you should request when a need for new 
construction or expansion becomes evident. 

It is a distillation of data contained in 12 to 20 research volumes, 
one of which weighs more than 40 pounds and contains invaluable 
information pertaining to in excess of 900,000 businesses and 


It is the one thing which, in the hands of ex 
how much money can be raised for your hospital. 


LAVYSONMN ASSOCIATE S 


HOME OFFICE: 


53 North Park Avenue - Rockville Centre, New York 
Rockville Centre 6-8000 


BRANCHES: 


24 North Wabash Ave. 
Chicago 2, lilinois 
Financial 6-4504 


430 West Monroe Street 2015 J Street 624-736 Granville St. 
Jacksonville 2, Fioride Sacramento 14, Collif. Vancouver, B. C. 
Eigin 3-3226 Hickory 6-5759 Mutual 4-2618 


FIRST THINGS FIRST 


rts, tells precisely 


101 Jones Building 
Seattie 1, Washington 
Mutual 2-369) 


by a tribunal. At present, cases 
are reviewed every five years. 

Also under the proposed legis- 
lation, a mental patient could re- 
ceive care as a hospital inpatient 
or hospital outpatient on a volun- 

The government proposal states 
that mental hospitals should be 
abolished and that mental patients 
should be cared for in the psychi- 
atric wards established in general 
hospitals. 

Elimination of the official use of 
the terms “imbecile” and “idiot” 
are called for in the bill, termed 
by the British government the 
most sweeping change in mental 
patient legislation in a century. 


) 460,000 NURSES PRACTICED IN UNITED 
STATES IN 1958—As of January 1958, 
approximately 460,000 professional 
nurses were practicing in the 
United States. This is an increase 
of 30,000 since 1956. 

The information was compiled 
by the American Nurses’ Associa- 
tion, National League for Nurs- 
ing, and the Public Health Service. 

ANA stated that although the 
supply of nurses increased, the 
demand for nursing service also 
increased and ‘‘an additional 
56,000 professional nurses are 
needed to reach the reasonable 
goal of 300 professional nurses per 
100,000 population.” As of January 
1958, there were 268 registered 
nurses per 100,000 population, 
compared with 259 in 1956 and 
251 per 100,000 in 1954. 

The three organizations stated 
that the gain in nursing personnel . 
is largely due to an increase in 
the number of part-time workers 
and the readmission into the nurs- 
ing profession of nurses who are 
married. 

ANA reported that a survey by 
the Public Health Service and 
the American Hospital Association 
showed that the greatest numeri- 
cal need within hospitals is for - 
staff nurses, assistant head nurses, 
and directors or instructors of in- 
service education. More than 11 


per cent of all such full-time posi- 


tions in the hospitals surveyed 
were vacant in 1958, the nurses’ 
association stated. 

It was found that 291,500 pro- 
fessional nurses were employed in 
hospitals and related institutions 
in 1958, ANA reported. . 
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Sodium-free 


is the 
Difference 


PHARMASEAL” 


the sting is gone! 


SIGMOL® ENEMA 


When enema therapy is indicated...specify the SIGMOL® Enema 


 «..Sigmol contains a harmiess, non-toxic, non-conducting solu- 


tion with no harsh, cathartic sailts—thus, no burning or irritation 
of delicate rectal membranes. Non-irritating, Sodium-free—The Sigmol 
Enema is safe for routine use even for patients on sodium-free 
regimen. Small fiuid volume (120 cc.) eliminates danger of water 
intoxication, reduces electrolyte washout and causes “fo disten- 
tion of the bowel. Comes prepackaged in a handy disposabie 
container. ASK your Pharmaseail representative about our easy 
evaluation pian. 
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dable 


the new, expen 
stopcock with extension tube 
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and ideas 


Red tape requirements 
Dear Sir: 

The Feb. 1, 1959, issue of HOS- 
PITALS, J.A.H.A. contained an ex- 
cellent article entitled, “Are edu- 
cational standards too high in the 
paramedical fields?” by Nathan 
Bushnell III of Rocky. Mount, Va. 

The article pointed to several 
reasons for the nurse shortage; but, 
I believe there is another very ef- 
fective reason why many hundreds 
or even thousands of registered 
nurses are not available for hos- 
pital work. The number will in- 
crease unless state boards of 
nursing change their red tape re- 
quirements for licensing and lower 
the exorbitant fees. 

For instance, all of us know that 
more and more Americans are on 
the move from state to state in 
ever-increasing numbers. There 
must be several thousand regis- 
tered nurses married to engineers, 


construction workers, salesmen and 
men of other professions, whose 
jobs require them to transfer fre- 
quently from area to area. Many 
times such a nurse will arrive in 
a community just when the local 
hospital is desperate for regis- 
tered nurses. The hospital will 
plead for her services, yet, she 
will hesitate or may even refuse 
to work, and for logical but dis- 
gusting reasons. 

What does a nurse have to do 
in order to become licensed in the 
average state? First, she must 
write to the department of nurs- 
ing and wait for the necessary 
application blanks to arrive. In- 
structions from the department in- 
clude: 1. Obtain a photocopy of 
your nursing curriculum from the 
school of nursing from which you 
graduated; 2. Obtain a birth cer- 
tificate from the county in which 
you were born; 3. Include a cer- 


LETTERS TO THE EDITOR 


tain size photograph of yourself 
with signature on reverse side; 
4. Secure signed character refer- 
ences from two other registered 
nurses who have known you for at 
least two years; 5. Fill out the en- 
closed questionnaire; 6. Fill out 
another special form and have it 
notarized; 7. Include from $20 to 
$25 with your completed applica- 
tion’ blanks. 

Finally she has the necessary 
documents completed, sends them 
off to the state nursing depart- 
ment and then presents herself to 
the local hospital where she will 
have to submit other references 
and credentials; however, this pro- 
cedure is necessary and a must for 
all hospitals, and employees. Many 
married nurses don’t bother with 
obtaining a license and conse- 
quently are not allowed to per- 
form nursing service. She knows 
her husband may be transferred 


RELIANCE 
products are 
built on 


RELIANCE No. 25 features: 


no additional cost 


11 inch hydraulic height adjustment 
Positive four wheel brakes 
Conductive Rubber Tires are standard 
Conductive Cover is optional at 


By any test, the RELIANCE No. 25 


MOBILE EXAMINATION 
AND TREATMENT TABLE 


measures up to the high character for which 
Reliance has been known since 1898. 


So often the choice of progressive hospitals and clinics 


THE SPECIALIST CHAIR 


Created expressly for EENT diagnosis and 
treatment—allows doctor, when seated, to 
work close to his patient, without stretching 
or leaning. Features in addition: rapid 
patient positioning; smart appearance; 
trouble-free durability. 


See this equipment at your Authorized Dealer's or 
write for brochure. 


FOR: Use in Emergency Rooms 
X-ray therapy treatment 
Minor surgery. 


Manufacturers since 1898 NAME. 
KOENIGKRAMER CO. 
CITY. 
Dept. H-41, 96 Caldwell Drive, 
Cincinnati 16, Ohio 


F. & F. KOENIGKRAMER CO., Dept. H-41, 
96 Caldwell Drive, Cincinnati 16, Ohio 
Please send me ( ) No. 25 Brochure 


{ ) The Specialist Brochure 


ADDRESS 


ZONE__STATE 


DEALER. 
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to a new location as soon as the 
present job is completed or that 
the company will routinely transfer 
her husband to another state with- 
in a period of from two to six 
months or possibly longer. Can she 
risk another $25 for license fees, 
have more pictures taken and pay 
another notary public fee for such 
a short time, especially since the 
family recently paid the expenses 
of moving? She ponders these facts 
and usually decides to let no one 
in the community know she is a 
registered nurse—the relatives of 


the critically ill patient will be 
told, “there are no nurses avail- 
able.” 

There are sound reasons for 
subjecting members of the medical 
profession to red tape when they 
wish to practice medicine in an- 
other state, but why so much for 
the underpaid nursing profession? 
Laboratory and x-ray technicians 
travel from state to state; no fees, 
no license nor red tape to dampen 
their decisions. In fact, many tech- 
nicians have less educational back- 
ground and earn more salary. They 


* Plexiglas is a trademark of Rohm & Haas Co., Philadelphia ; 


Signs 
HOLLister, 


A simple, efficient reminder 
system that meets every need 


Makehift reminders written on scraps 
of paper don't provide the degree of 
safety and efficiency today’s hospital 
practice requires. Scribbled notes are 
hard to read, they may be brushed off 
and they are unsightly. The Hollister 
reminder system overcomes these prob- 
lems in a way that enhances the appear- 
ance of the room and provides the 
greatest possible convenience. 


Hollister reminder cards are 
colorful and easy to read... 


Hollister Bed Signs show reminders 
and instructions at a glance. Boldly 
printed, colored reminder cards — easily 
read from across a large room — slide 
smoothly into clear Plexiglas.* They 
stay in place, shielded from accidentally 
being brushed off or blown away. . 


Send for your copy of the colorful new 16-page 
book, Beautiful Bed Signs, that pictures and 
describes this modern reminder system, write — 


Franklin C Hollister Company 
$33 NX Orleans St. Chicago 10, HI 


too are members of similar pro- 
fessional organizations, but do not 
come under state controls. It is 
high time “old guard nurses” give 
more consideration to the working 
nurse and the sick patients and 
less time to red tape legislation. 

If anyone doubts the above red 
tape procedures and high fees that 
nurses have to pay, discuss the 
matter with one of your nursing 
staff personnel. South Dakota li- 
censing procedures are trouble- 
some, but not as rigid and time 
consuming as many other states. 
FLoyp F. KROHN, administrator, 
Mobridge Community Hospital, 
Mobridge, S. D. 


Heart of the matter 


Dear Sir: 

An item appears on page 18 of | 
the Feb. 16, 1959, issue of HOS- 
PITALS, J.A.H.A., concerning the 
action taken by some of the Blue 
Cross Plans in Pennsylvania in 
connection with the coverage of 
outpatient diagnostic services in 
hospitals. 

From one point of view, our 
agreement with Blue Shield prob- 
ably did mean that “Blue Shield 
would not be infringed upon.” 
Actually, héwever, from our point 
of view, there are much more 
significant aati to the agree- 
ment. 

As you may nace, in Western 
Pennsylvania there are no “‘conces- 
sion” arrangements between hos- 
pitals and roentgenologists and 
pathologists. In every instance, 
these services are a part of the 
hospital program and the billing 
is done by the hospital. 

To us, the heart of our agree- 
ment with Blue Shield was that 
Blue Shield is not to cover these 
services under community agree- 
ments when the services are pro- 
vided in the hospital. Blue Shield 
coverage will apply only when the 
services are provided outside the 
hospital—which means chiefly in 
the doctors’ offices. 

Thus we feel that we have 
given hospitals assistance in keep- 
ing these services within their 
framework and away from “con- 
cessions.” The party that gains is 
the public—WILLIAM H. 
president, Hospital Service Associ- 
ation of Western Pennsylvania 
(Blue Cross). 
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Prolonged research produced EXPEND-TEX, the disposable latex 
surgeons’ glove that is dramatically new and exciting. 
Soft-touch finger tips on new EXPEND-TEX gloves are 30% thinner 
than average latex gloves .. . ideal for delicate surgery as well 


as for the general surgeon. 
Get all these advantages: 


e Snug-fit, flat wrists prevent annoying roll-down 


e White or brown latex 


e@ Envelope of Bio-Sorb with each pair 

e Autoclave tape indicates when sterilized 

@ Save labor cost on laundry, sorting, testing, pairing, wrapping 
e Low cost — truly disposable 


Write for literature, free sample 


THE MASSILLON RUBBER COMPANY 


MASSILLON, OHIO 
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the ultimate in disposable latex surgeons’ gloves 


0026 inch at wrist — do 


P 


THINNER 
at finger tips 


0012 inch at finger tip — dou! 


0006 single thi 


Packaged ready for sterilization according to approved 
hospital techniques, in a convenient peel-back outer 


wrap and a wallet-type inner wrap. 
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research shows 
LINOLEIC ACID 


ESSENTIAL TO INFANT 
NUTRITION 


Hansen’s and co-workers’ research !.2,3 
on linoleic acid indicates three important 
new facts: 


I. Linoleic acid is essential in infant nutrition. 


Il. Linoleic acid is essential for maintaining 
skin integrity. 

Il. Optimum caloric efficiency is attained 
when at least 4 to 5% of the caloric intake 
is linoleic acid—the amount present in 
normal human milk. © 


Varamel— because it replaces butterfat with 
suitable vegetable oils— provides enough 
linoleic acid for both skin integrity and 
optimum caloric efficiency. 

Varamel provides 6% of the calories as 


linoleic acid; cows’ milk and ordinary 
evaporated milk formulas provide about 1%. 


+ Miwa ot Notritien GG: 346,196 


Cerise at feid.: 645 
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{Advertisement} 


The 10 questions most often asked 


about the Control of Staph 


Q. Where does Staph start from? 


A. 


First, from an infected patient, 
then it is everywhere at once. In- 
fection and re-infection are a con- 
tinuous cycle kept in motion by 1) 
direct contact from the infected 
patient to personnel to another 
patient; 2) direct contact with 
contaminated objects; 3) contam- 
inated dust and lint settling on or 
being breathed in by patients and 
personnel. 


What is the first thing to do to 
control the spread of Staph? 


Make a thorough study of the 
problem in your own hospital. 
Don’t overlook any area of hospital 
service, any patient, or any person- 
nel. This critical evaluation may 
reveal previously unsuspected 
sources for infection, particularly 
in the environment. 


Do all hospitals have the same 
environmental problems? 


Basically, yes, or the same poten- 
tial ones. In addition to known in- 
fection-sensitive areas — such as 
nurseries and obstetric wards, op- 
erating rooms, pediatric wards, 
isolation wards—there is the haz- 
ard of infectious organisms “trav- 
elling’”’ through the entire hospital 
by whatever means is available to 
them. As a result—hospital- 
acquired infections can complicate 
the patient’s case, increase neces- 
sary care, and jeopardize complete 
recovery. Hospital personnel may 
become carriers or even patients. 


How does Staph “travel”? 

Staph is a pathogenic parasite 
which, once outside the human 
host, attaches itself to dust and 
lint and lurks there waiting to be 
stirred up into the air where it can 
invade the human host through the 
respiratory tract or open wounds. 
In human tissues, Staph is hard to 
kill as it multiplies aggressively 
and resists most antibiotics. In the 
environment, dormant Staph can 


Q. 


> 


live for months — but it can be 
reached and killed quickly if the 
proper measures are taken. 


What are the “proper measures” 
to kill environmental Staph? 
Disinfection. Routine use of the 
proper type of disinfectant on any 
or all surfaces which can become 
contaminated by airborne dust and 
lint, by spray from mouth and 


-nose, or by direct contact—floors, 


& 


A. 


walls, furniture, equipment, etc. 
Use of the same type disinfectant 
for blankets and linens from which 
contaminated lint can come. 


W hat is the “proper type 

of disinfectant’’? 

Phenolic disinfectants have been 
proved effective by every standard 
laboratory test and in actual hos- 
pital infection. In a special report! 
on the A.M.A. Conference on 
Staphylococcic Infections, John W. 
Brown, M.D., states, “The frequent 
and thorough application of the 
phenolic germicides (disinfec- 
tants) in proper concentration has 
accomplished more toward elimi- 
nating airborne bacteria from a 
hospital environment than any 
other method”’. 

Lehn & Fink’s Amphyl®, O-syl®, 
Lysol®, and Tergisyl"": are all 
phenolic compounds. 


Do these Lehn & Fink disinfectants 
kill other organisms besides Staph? 


Yes. The action of L&F disinfec- 
tants is termed “broad spectrum”. 
Besides being staphylocidal, they 
are tuberculocidal, fungicidal and 
widely bactericidal—killing organ- 
isms common to the hospital such 
as those causing infant diarrhea. 


What about costs? Will increased 
control measures increase 
operating costs of the hospital? 
No. After continued experience 
with Lehn & Fink disinfectants, 
Ralph Adams, M.D., reports,’ “An 


important job recognized as such, 
interested personnel, and good 
methods are all needed to achieve 
a cleaner, safer hospital — yet at 
no substantially greater mainte- 
nance cost—particularly when the 
cost of infections is taken into ac- 
count”. A well-correlated infection 
control program can stabilize op- 
erating costs. 


Whose responsibility is it to see 
that there is a “well-correlated”’ 
infection control program? 


First, the administrative head of 
the hospital, but he cannot do it 
alone. He needs an effective Infec- 
tion Committee to assist him. Real 
control requires the help of every 
department head and everyone in 
each department. Much specific in- 
formation is available on proce- 
dures which apply to specific de- 
partments. The Administrator 
needs the cooperation of everyone 
in establishing standardized meth- 
ods. Since the Housekeeping De- 
partment reaches into every part 
of the hospital and has the job of 
keeping the environment aseptic- 
ally clean, its responsibility is 
great. 


Where can the hospital turn 
for practical information on 


disinfection methods? 


To improve control quickly, the 
best source is the established dis- 
infectant manufacturer. Lehn & 
Fink has been solving the problems 
of environmental disinfection in 
hospitals since 1874. We hope you 
will draw on this experience. The 
information we can provide will 
save time and trouble in analyzing 
your infection problem and insti- 
tuting effective controls. Amphyl, 
Lysol, O-syl and Tergisyl are all 
effective phenolic disinfectants. 
Each has individual characteris- 
tics which frequently determine 
your choice for standardized use. 
Samples and detailed literature 
will gladly be sent on request. 


Lehn & Fink 


PRODUCTS CORPORATION 


Why not let Lehn & Fink help you prevent or control Staph infection? All of | 
our disinfectants have been both laboratory and hospital-use tested against 
antibiotic resistant strains of Staph. Technical assistance is available to your 
Infections Committee or individual department heads. | 


Professional 


445 PARK AVENUE NEW VORK 22.N ¥ 


SPECIALISTS IN ENVIRONMENTAL ASEPS'IS 


AMPHYL®, LYSOL®, and 0-syL® disinfectants and TERGISYL"”: detergent- 
disinfectant are staphylocidal, bactericidal, fungicidal and tuberculocidal. 


OLEHN & FINK PRODUCTS CORPORATON 1958 
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editorial notes 


—animal care in the hospital 


a THE beginning of epigrams, 
the dog has been man’s best 
friend. This was true in the past 
and it applies to medicine as well. 
Modern medicine wouldn’t be 
what it is without the dog. : 

Research that brings about 
medical advances needs dogs and 
many other animals. The medical 
care that research makes possible 
is also dependent on animals. 
Many hospitals are already using 
laboratory animals for scientific 
purposes. Many more hospitals will 
also use them. 

We have no truck with the anti- 
vivisectionists who complain that 
laboratory use of animals is im- 
moral. That argument has been 
refuted over and over again by 
distinguished students of morals. 

Workers in hospitals and else- 
where who use laboratory animals 
do have a moral obligation—to 
care for the animals in the most 
humane fashion. Those who main- 


tain, and properly. so, that they- 


have a moral right and obligation 
to use animals have the moral 
duty to treat the animals properly. 
The Animal Care Panel, a non- 
profit educational organization, has 
been developed to help hospitals 
and others provide proper care for 
laboratory animals. Among its ac- 
tivities, the «panel serves as a 
clearinghouse for the collection 
and exchange of knowledge on all 
phases of laboratory animal care 
and management. 
Institutions interested in learn- 
ing more about the purposes and 
activities of the ACP can obtain 
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this information by writing the 
organization at P.O. Box 299, Le- 
mont, Il. 


—iwo sides to the coin 


pa SHOCKING articles as the 
one by Roland Berg in Look 
magazine produce bewilderment 
among hospital officials. They also 
evoke this reaction: Why do they 
pick on us and why don’t they 
write positive stories about the 
good hospitals are doing? 

While hospitals remain an im- 
portant force in human. affairs, 
they will continue to come under 
popular scrutiny. While hospitals 
remain, as they must, below the 
plane of perfection, writers will 
be able to find something to criti- 


OFFICIAL NOTES 
Actions taken by the Board of Trus- 
tees of the American Hospital Associa- 
tion at its meeting on Feb. 3, are 
reported in this issue in the Associa- 
tion Section on page 48. 


cize. Unfortunately, criticism is 
often-more readable than compli- 
ments.and thus more salable to 
editors. 


The other question—why don’t | 


they write positive stories about 
the good hospitals are doing—has 
a simple answer. They do. Berg’s 


tirade abrades itself so into our. 


memory that we may brush aside 
such articles as the recent one in 
the Saturday Evening Post con- 
cerning the high-voltage victim 
cared for so skillfully and tenderly 
at the Emory University Hospital 
in Georgia. 

Another case of the positive is 


the book, The Operation*, by Leon- 
ard Engel. Mr. Engel writes about 
one operation on one patient. In 
so doing, he tells the story of the 
awesome advances in medical care. 
The operation is open-heart sur- 
gery and some might argue that 
this makes his story atypical for 
hospitals: at large. In one sense it 
does. In many other senses, it does 
not. And, after all, the dramatic 
holds more readers than the com- 
monplace. 

Mr. Engel takes a patient through 
the fantastic complex of cardiac 


diagnosis and surgical treatment. 


He interrupts the procedure peri- 
odically to describe the long, long 
road which had to be travelled 
before the operation was possible. 

The scrub-up becomes not only 
a description of the meticulous 
practices in a good operating room 
but also a takeoff for a discussion 
of the history of antisepsis and 
asepsIs. 

Induction of anesthesia gives 
Mr. Engel an opportunity to re- 
count the advances in anesthesi- 
ology and the way these advances 
magnified the scope of safe sur- 
gery. 

The laborious process of enter- 
ing the thoracic cage, to be sure 
that no bleeders are left behind, 
triggers a brief but compelling ac- 
count of the surgical revolution 
brought about by William Stew- 
art Halsted, the recognized father 
of gentle surgery. 

Mr. Engel doesn’t involve him- 
self directly in the matter of hos- 
pital costs. He needn’t. To read 
his book is to know that this is a 
frightfully costly endeavor and 
worth every penny. And so is Mr. 
Engel’s book, worth every penny. 


*Operation; a minute-by-minute account 
of a heart operation, and the story of 
medicine and surgery that led up to it. 
Leonard Engel. New York, McGraw, 1958. 
277 pp. $4.95 
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THE 
PENNSYLVANIA 
ADJUDICATION: 


Its intent, 


results, and significance 


by FRANCIS R. SMITH 


HERE MAY be a few hospitals 
se the United States that could 
dispense with Blue Cross without 
serious financial hardship. This is 


Francis R. Smith is insurance commis- 
sioner, Commonwealth of Pennsylvania. 

This material is adapted from a paper 
presented at a Philadelphia Hospital Coun- 
cil—Blue Cross meeting, Philadelphia, 
October 1958. 


AS I AM a member of the Governor’s Hos- 
pital Study Commission in Pennsylvania, I can- 
not, in any manner, speak for it or conjecture what 
final recommendations it will make. Here, however, 
are some of my own thoughts with regard to hospital 
financing. Any views which IJ have on this subject 
are flexible, and may in many instances be mocified 
as I learn more about this general field. 

First of all, I think that many of the costs of oper- 
ating hospitals should be defrayed by the community 
at large, and not merely by the portion of the com- 
munity that happens to be sick enough to be placed 
in hospitals. Each of us benefits by the existence of 
our hospital system, whether or not we happen to 
be eventually hospitalized. The fact that hospitals 
are available in the event of serious illness is a bene- 
fit in itself. Even more important, however, the whole 
community is benefited by the services rendered by 
hospitals in keeping its members in a relatively 


Edward L. Springer is vice president, Hospital Service Associa- 
tion of Western Pennsylvania (Blue Cross). He was deputy at- 
torney general of Pennsylvania at the time this material was 
originally presented before the medical care section of the Amer- 
ican Public Health Association, St. Louis, October 1958. 
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healthy state. These general public and community 
benefits should be paid for by the whole community, 
in my opinion, and not merely by those who, by 
reason of sickness, must pay hospital bills. I cannot 
conclude, for example, that it is either socially or 
economically desirable for the sick people in the 
community to largely bear the cost of the free care 
provided by hospitals to members of the whole 
community. 

There may be differences of opinion as to what 
basic hospital costs should be shared by the whole 
community, and which should be paid mainly by 
hospital patients. I suggest that possibly the following 
items of cost might more desirably be shared on a 
total community basis: 

1. Initial cost of hospital construction. 

2. The amortization of hospital indebtedness and 
interest for initial construction and capital improve- 
raents., 

3. The cost of major items of specialized equipment. 

4. The repair and maintenance of the hospital 
plant. 

5. The cost of medical research. 

6. Hospital costs for nurse and intern training. 

7. The cost of free care. : 

8. The depreciation on capital investments. 

Every one of the foregoing. expenditures, in my 
mind, are necessary for the existence in the com- 
munity of the hospital system itself. To the extent 
that the foregoing expenditures are paid for by the 
sick, this single group, usually the least able finan- 
cially, is supporting a community cost that benefits 
the whole community. 

If the whole community defrays the basic costs, 
which I have mentioned, the individual users of hos- 
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The author explains his position in 
the Pennsylvania adjudication and dis- 
cusses its effect upon hospitals and 
other interested parties. He outlines 
some of the courses he thinks should 
be followed. 


not true, however, for the vast 
majority of hospitals in Pennsyl- 
vania. It seems to me, therefore, 
that any constructive results fol- 
lowing the recent adjudication* in 
Pennsylvania concerning Blue 
Cross will not only enable citizens 
of that state to receive hospital 
care at a reasonable cost but will 
also benefit the great majority of 
voluntary hospitals in Pennsyl- 
vania. | 

After hearing the evidence sub- 
mitted at Blue Cross hearings, I 
came to the conclusion that the 
community principle, upon which 
Blue Cross Plans are founded, was 
being threatened from two direc- 
tions. 


*Details of the adjudication were pub- 


lished in the May 16, 1958, issue of this 


Journal. 


1. By unfair competition from 
certain commercial insurance com- 
panies. 

2. By the steadily mounting in- 
creases in hospital costs and hos- 
pital inpatient utilization. 

Before discussing these two 
threats, I should like to make clear 
what I mean by the community 
principle of Blue Cross. A Blue 
Cross plan is not an insurance 
company. If it were, it would not 
be incorporated as a nonprofit 
corporation with certain financial 
advantages. Under the constitu- 
tional law of Pennsylvania legis- 
lation favoring special interests 
and special groups in a community 
is prohibited. Blue Cross plans, 
therefore, must be so organized 
and managed as to make their 
benefits available to all the people 
in the communities which they 
serve. 

UNFAIR COMPETITION 


It became apparent to me dur- 
ing the Blue Cross hearings that 
certain insurance companies of- 


fered accident and health insur- 
ance to normally healthy groups 
at a cut rate, a rate at which they 
would lose money, in order to sell 
life insurance to such groups at a 
profit. Such competition endangers 
the community principle of Blue 
Cross in two distinct ways. 

1. It diverts from Blue Cross 
many of its healthier subscribers, 
who have a smaller incidence of 
hospital care, while leaving with 
Blue Cross those subscribers who 
by reason of age or other condi- 
tions require greater amounts of 
hospital care. Increasing costs to 
subscribers are bound to follow 
when the total protected group is 
narrowed in this fashion. 

2. This kind of competition al- 
so encourages Blue Cross Plans 
themselves to become selective 
both in choosing their subscribers 
and in establishing rates which 
such selected groups pay. This 
tendency could eventually destroy 
the community principle of Blue 


(Continued on next page) 


pital services, (that is, patients in hospitals) would 
pay for only the following services: 

1. Cost of specialized medical treatments and 
services which they receive. 

2. A pro rata share of the cost of nursing services 
actually rendered patients in the hospital. 

3. The ordinary hospital expenses involved in pro- 
viding room accommodations and food. 

This realignment of the sources of hospital revenue 
should substantially reduce the individual burden of 
the cost of hospital care. Hospital services then would 
be placed within the financial reach of many more 
citizens, and would be less burdensome upon many 
others. Such a lessening of the individual financial 
burden for hospital care would provide both Blue 
Cross plans and commercial insurers with new and 
greater opportunities to furnish hospital protection 
to the public at rates which the public could reason- 
ably afford to pay. With such basic readjustments in 
hospital income, we would witness, in my opinion, 
in the next decade an expansion of hospital prepay- 
ment plans and insurance which would far exceed 
the development in these fields over the last decade. 
_ The question may arise as to whether such a re- 
alignment of the sources of hospital revenue would, 
in any manner, threaten private management and 


control of voluntary hospitals. I personally do not 


feel that it would. Hospitals today receive subsidies 
from agencies of local, state and federal governments. 
Any additional funds received for the purposes which 
I have mentioned could be given upon the basis of 
objective standards that would, in no manner, involve 
local, state or federal control. Such standards might 
be the population served, the age and condition of 
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the hospital plant, and the nature and extent of 
research or training performed. 

Furthermore, community funds for the above pur- 
poses need not be derived solely from government. 
They can be derived from foundations and popular 
subscriptions, as' well as government agencies. If 
such a change im income sources would remove or 
ameliorate the substantial deficits of hospitals, it 
might very well render hospitals even more inde- 
pendent. If hospitals could overcome deficit financing, 
their trustees, administrators and medical staffs 
would be free to devote more time and money in 
advancing and expanding hospital services. 

Some hospital studies have recommended that in- 
creased governmental subsidies be geared to the 
services rendered by hospitals to specific patients 
unable to pay in full, or in part, for medical care. 
These patients have been designated as the needy 
and the medically needy. This may be a sound sug- 
gestion, but it appears to me to be based upon the 
principle that haspital patients, whether their bills 
are paid by themselves or by others, should largely 
support the hospital system. Such subsidies would 
also reduce to charity cases a substantial number 
of the people who use hospitals—people who by no 
other standard are economic charges upon the com- 
munity. While the cost of free care rendered by hos- 
pitals should be defrayed by the whole community, 
the rendering of free care should not, in my opinion, 
be the sole basis for public subsidies. If some of the 
other costs necessary in providing a community with 
a good hospital were to be borne by the public gen- 
erally, the amount of free care given by hospitals 
should be substantially reduced. s 
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Cross by rendering a Blue Cross 
plan no more than another insur- 
ance company in its practices of 
giving preferred treatment to se- 
lected risks. 3 

I asked the attorney general in 
Pennsylvania whether or not the 
insurance commissioner had au- 
thority under existing laws to 
regulate rates charged by com- 
mercial insurance companies for 
accident and health policies. The 
attorney general informed me that 
the insurance commissioner does 
have such power. 


HIGH COSTS, UTILIZATION THREATEN 


The second threat to the com- 
munity basis of Blue Cross that 
became evident during the course 
of the hearings is steadily increas- 
ing hospital costs and inpatient 
utilization. It was not my intent 
at the time I wrote this adjudica- 
tion, nor is it now, to coerce hos- 
pitals into conforming with uni- 
form patterns of operation and 
management. Great advancements 
in hospital sciences have resulted 
from the individualistic nature of 


hospitals. Great strides have been 


made in hospital services through 
the leadership of civic-minded cit- 


izens who serve as trustees of our 
voluntary hospitals. 

The adjudication was intended, 
however, to require the Blue Cross 
Plans in Pennsylvania, in coopera- 
tion with hospitals and the medical 
professions, to determine what 
reasonable actions can be taken by 
Blue Cross, hospitals and the med- 
ical staffs of hospitals to bring 
about proper savings in hospital 
operation and to remove whatever 
abuses may exist in the use of hos- 
pital services. In my opinion, hos- 
pitals themselves will be one of the 
main beneficiaries of such a pro- 
gram. 


EXAMPLES OF ACTION TAKEN 


The response that has come from 
the Blue Cross plans, hospital and 
medical associations and societies 


to the recommendations in the ad- 


judication has been very encour- 
aging. Here are some of the con- 
crete actions that have been taken 
in Pennsylvania, largely as the re- 
sult of the Blue Cross hearings and 
resultant adjudication. 

@ The medical society of the 
state has recommended that every 


hospital be encouraged to establish © 


an admissions committee. Since the 


St. Luke’s Hospi- 
tal in Jacksonville, 
Fla., has found a 
second use for the 
ordinary golf tee, re- 
ports W. E. Arnold, 
executive director of 
the hospital. After 
constructing special 
wall cabinets with 
quarter-inch ply- 
wood backing and 


drilling pegboard holes in the plywood, the golf tees are pushed into the 
holes. Golf tees in this pegboard fashion not only hold odd shaped instru- 


ments, but also provide a flange which keeps the instruments from rolling 


or sliding off. 
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adjudication, numerous hospitals 
have done so. | 

@ The Associated Hospital Serv- 
ice of Philadelphia (Blue Cross), 
with the support of the Philadel- 
phia County Medical Society, has 
established a review board of dis- 
tinguished doctors to analyze hos- 
pital cases to determine whether 
Blue Cross benefits are being 
abused. This review board consists ~ 
of seven groups, of five doctors 
each, which review the medical 
records of Blue Cross subscribers. 
Special attention is given to ad- 
missions that appear to be unnec- 
essary, to faulty use of hospital 
services and to prolonged stays. 

@ The Hospital Service Associa- 
tion of Western Pennsylvania, in 
carrying out the recommendations 
in the adjudication, has solicited 
and obtained cooperation from the 
county medical societies in that 
area. This Blue Cross plan is es- 
tablishing an entirely new depart- 
mental division in its organization 
for this purpose. 

® The Hospital Council of West- 
ern Pennsylvania has recently an- 
nounced that a study is to be made 
to determine the most effective 
form of community organization 
to carry out coordinated planning 
and financing of new hospital fa- 
cilities. 

@ The two Blue Cross Plans 
serving central Pennsylvania have 
put great effort into carrying out 
the recommendations. Group 
meeting of doctors, hospital ad- 
ministrators, trustees and Blue 


Cross personnel have been held in 


the areas served by both of these 
plans. 

@® The Capital Hospital Service 
(Blue Cross) is employing physi- 
cians and registered nurses on a 
full-time basis to review hospital 
admissions by personal visits to 
the hospitals. 

One very important result of the 
Blue Cross adjudication has been 
the creation of the Governor's 
Hospital Study Commission. The 
commission will study the follow- 
ing areas. 

Organization of the physical facilities 
ef hospitals: this area includes (a) 
elimination of duplication, (b) ef- 
ficient organization, (c) study of © 
specialized facilities for long-stay 
or convalescent patients and (d) 
construction of additional hospital 
facilities in areas where needed. 
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Utilization of hospital facilities: this 
area includes (a) length of stays 
and admission practices, (b) clinic 
and outpatient methods of caring 
for the sick, (c) ways of providing 
diagnostic services outside of hos- 
pitals and (d) the extended use of 
visiting nursing programs. 

Hospital costs: this area includes 
(a) more efficient management of 
hospitals, (b) more economical use 
of hospital facilities involving the 
developing of specialized facilities 
for specialized patient groups such 
as the aged and maternity patients, 
(c) economical methods of man- 
agement such as joint purchasing 
and sharing equipment. 

Financing hospital care: this area 
includes (a) a study into the Blue 
Cross system of financing medical 
care including the manner in 
which hospitals are reimbursed by 
Blue Cross, (b) a study of charges 
made by hospitals for their serv- 
ices and (c) also a study of public 
subsidies for defraying the cost of 
free care. 


A study as comprehensive as this | 


requires considerable staff work. 
The commission has, therefore, 
staff personnel under the super- 
vision of a full-time staff director. 
Specialists in several areas have 
also been contacted to consult with 
the commission and carry out cer- 
tain portions of the study. 

The study will probably cost at 
least $300,000. The state legisla- 
ture of Pennsylvania has been re- 
quested to appropriate $100,000 to 
help defray the cost of the study. 
The balance has been requested 
(and I am sure will be forthcom- 
ing) from various organizations, 
including Blue Cross and Blue 
Shield Plans, which will ultimate- 
ly benefit from such a study. 

No one doubts the wisdom of ex- 
pending the amount of money that 
will be required to assure a thor- 
ough and complete study into all 
the problems before the commis- 
sion. Such an expenditure will pay 
for itself many times. , 


The commission is not interested 2 
in hasty answers to the difficult 


questions before it. It will take the 
time necessary to make a thorough 
and complete study into the whole 
hospital system of Pennsylvania. 
Whatever recommendations the 
commission members make will be 
based on full and adequate infor- 
mation and study. bed 
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of Blue Cross 
hearings 
for hospitals 


by RUSSELL A. NELSON, M.D. 


The accusers and detractors of Blue Cross and hospitals may 
be doing these groups a favor, the author states, by forcing them 
to correct their deficiencies, articulate more clearly the services 
they perform, and assume self-imposed controls on their practices. 


HE MAJORITY of Blue Cross plans operate under state 

laws that require: some sort of approval by the insurance 
departments of the respective states. The power of the 
state insurance departments over Blue Cross usually is 
much greater than that applying to insurance generally, 
primarily because of the nonprofit, tax-free nature of Blue 
Cross. Of great importance to hospitals is the fact that 
state regulations cover approval of contracts, and, hence, 
rates of payment by Blue Cross to hospitals for hospital 
care given. 

For many years, insurance department hearings on Blue 
Cross matters generally were routine affairs with only 
slight public interest and little or no concern expressed 
about hospital operations. In the past two years, the situ- 
ation has changed markedly. Now, in some places, the 
hearings have become public spectacles. Considerable at- 
tention is devoted to them in the newspapers. The scope 
of the hearings has been expanded to include examination 
of hospital service and medical practice as well as a review 
of the efficiency and soundness of the financial side of Blue 
Cross operations. The interest of legislative committees in 
investigating Blue Cross and hospitals is only adding an- 
other ring to the circus. 

Why is all this happening? No doubt there are many 
reasons, all of which may be summed up in—‘“The public 
is demanding more and better hospital care but wants to 


Russell A. Nelson, M.D., is president-elect of the American Hospital 
Association and director, Johns Hopkins Hospital, Baltimore. This paper 
is adapted from a speech given at the AHA 1959 Midyear Conference of 
Presidents and Secretaries. 
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be sure it is not paying too much 
for it.” 

The hearings and insurance de- 
partment decisions have produced 
a number of implications for hos- 
pitals, all related to one central 
theme—control—control ot hospi- 
tal services through state-regu- 
lated control of Blue Cross pay- 
ments to hospitals. The state 
insurance commissioners profess a 
sincere desire not to exercise direct 
control over hospitals. However, 
we cannot overlook these facts of 
life: Blue Cross subscription rates 
determine the benefits subscribers 
receive as well as the payments 
for these benefits to hospitals; 
these payments, in turn, determine 
the quantity and quality of serv- 
ices hospitals provide to Blue Cross 
subscribers. Therefore, in view of 
the fact that over 55 million people 
get their hospital care through 
Blue Cross, state dictation of sub- 
scription rates may essentially 
represent state contro! of the basic 
hospital system. 

The three hearings with which 
I am most familiar—Baltimore, 
Philadelphia and New York City 
—followed a similar pattern al- 
though the emphasis in each area 
may have been somewhat different. 


TENSE ATMOSPHERE 


In each, the commissioner of in- 
surance presided, but the pro- 
ceedings were led by a lawyer 
from the state’s legal department. 
All the trappings of a courtroom 
were present, but precedents for 
procedure were sometimes lacking. 
Arguments developed over rulings 
by the commissioner on admissable 


testimony and evidence and the. 


rights to cross-examine. All in all, 
a tense atmosphere prevailed in a 
setting foreign to hospital people 
and doctors. 

Our experience clearly indicates 


that testimony by hospitals needs 
to be planned carefully and 
planned with legal advice. Since 
most of the cross-examination on 
hospitals has to do with hospital 
costs, efficiency, accounting, medi- 
cal staff and charges of overuti- 
lization, the hospital brief should 
feature the positive side of hos- 
pital services and organization. 
Unplanned testimony by hospital 
trustees, administrators and phy- 
sicians can produce great confu- 
sion and do harm to a forceful 
presentation of the story. State 
hospital associations and hospital 
councils must take leadership in 
assuring planned, forthright and 
forceful testimony. 

The question of the Blue Cross- 
hospital relationship comes in for 
a liberal airing. Hospital control 
of Blue Cross gets more attention 
than Blue Cross control of hospi- 
tals—the great “public defenders” 
inferring a collusion. The exact 
state of affairs in this relationship 
should be included in both Blue 
Cross and hospital testimony. The 
bond welding hospitals and Blue 
Cross into a partnership for pre- 
paid hospital service at lowest 
cost may be severely strained un- 
der the tenseness of the situation. 
Hospitals and Blue Cross should 
strenuously avoid having the hear- 
ings put them into a “buyer and 
seller” position. If that is where 
the Blue Cross concept is going as 
the best expression of the public 
good, weshould arrive at that 
decision by direct study and ex- 
amination of the issue on its merits. 
We should not back into it under 
stress. 

The hearings point up the need 
for hospitals in a local area to 
have the facts at hand. The ade- 
cuacy and uniformity of hospital 
statistics as well as accounting and 
cost determination are critically 


cussing scientific investigation. 


—the cloak of imagination 


Put off your imagination, as you take off your overcoat, when you 
enter the laboratory; but put it on again, as you do your overcoat, 
when you leave the laboratory. Before the experiment and between 
whiles, let your imagination wrap you round; put it right away from 
you during the experiment itself lest it hinder your observing power. 
—CLAUDE BERNARD, French physician-physiologist (1813-78), dis- 
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examined. The amount of hospital 
cooperation and the extent of 
wasteful duplication is questioned. 
There is a very real need to have 
clear answers to questions on ef- 
ficiency of hospital operation, the 
extent of educational programs 
among hospital people, and evi- 
dence of practical achievements in 
cooperation among hospitals to 
avoid excessive costs. 


“ABUSE” BY PLAN SUBSCRIBERS 


The so-called abuse of hospital 
care by Blue Cross subscribers is 
one of the major issues discussed. 
Blue Cross and hospitals are asked > 
what mechanisms of control are 
used. Requests are made for re- 
sults of studies on abuse. The es- 
sential medical nature of the prob- 
lem needs to be emphasized, but 
insurance commissioners consider 
this just as much a responsibility 
of Blue Cross and hospitals as of 
the medical profession. In their 
decisions, they have not separated 
the medical affairs from hospitals 
as much as we and the doctors 
tend to do when the going gets 
rough. It is essential that well 
planned medical society testimony 
be introduced. 

Radiologists and_ pathologists 
have taken their private dispute 
with hospitals and Blue Cross into 
this public forum—to the great 
detriment of all concerned. They 
have played up the “abuse’’ issue 
out of all proportion and, although 
professing great concern for the 
health and welfare of patients, 
hospitals and Blue Cross, they 
really want Blue Cross benefits 
for x-ray discontinued and trans- 
ferred to Blue Shield—sometimes 
at greater rates of return to them, 
increased expense to the public, 
and damage to the hospital service 
organization. Hospitals and radiol- 
ogists must settle these differ- 
ences without threatening — the 
whole of prepaid hospital. care. 


ADEQUACY OF HOSPITAL CARE 


The hearings have also brought 
out that acute hospital care is 
meeting only part of the public’s 
needs. Hospitals in each region 
must help in extending prepaid 
benefits to the walking patient. 
They can do so by improving and 
increasing the scope and organiza- 
tion of outpatient diagnostic fa- 
cilities in cooperation, according 
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to plans developed, with their own 
medical staffs. Organized medicine 
must cooperate in advancing these 
ideas. We need more practical ex- 
pressions of our belief that the 
facilities of our hospitals are for 
all of the people—the ambulatory 
as well as the horizontal. More 
attention needs to be paid to con- 
valescent, chronic and nursing 
home care, by both Blue Cross and 
hospitals. Care in expensive gen- 
eral hospitals—when medical need 
shows that simple care will suffice 
—cannot be defended, except that 
- the simpler care is just not avail- 
able. on a prepaid basis. 

The discussion on hospital fi- 
nancing brings out the problem of 
hospital care of the indigent and 
provides a fine opportunity to ex- 
plain the situation and to gain 
allies in the battle for better pub- 
lic payment. Commissioners’ deci- 
sions supporting payment in full 
from public funds will help in 
dealing with other state officials. 

‘Time and again, the hearings 
pointed up the lack of understand- 
ing of the nature of hospital serv- 
ices, organization, costs and prob- 
lems. Some of the commissioners’ 
comments suggest a more vigorous 
program of getting public under- 
standing. -In the long run, this is 
one of the most important implica- 
tions of the hearings. State hospital 
associations and councils’ could 
well put a forceful public relations 
program high on the list of things 
to be done and invested in, because 
it will cost money. Maybe we could 
begin at hone—with our own staff, 
trustees, auxiliaries and other hos- 
pital people. 


CONTROLS FOR HOSPITALS 


However, the major implication 
for hospitals of the public hearings 
is that more controls, of some sort, 
are in the offing for the individual 
hospitals. These controls will come 
about through public pressure to 
keep Blue Cross rates from in- 
creasing. They could be imposed in 
any of the following ways: 

1) externally, by the state di- 
rectly on hospitals. 

2) externally, by the state indi- 
rectly on hospitals through the 
Blue Cross, by instructing Blue 
Cross to police hospital costs. 

3) internally, by the hospitals 
themselves. 

Any external control of hospitals 
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seems certain to devolve into at- 
tempts to control hospital costs, 
and eventually would result in 
limiting hospital services. External 
control also would result in the 
usurping of the authority of the 
voluntary boards of trustees which 
are now responsible for the pri- 
vate, nonprofit hospitals. 

It is obvious that external con- 
trol would be odious to hospitals, 
because it would entail the trans- 
fer of authority to the “body 
politic’’—a group that owes its ex- 
istence to the ballot box and that, 
all too often, acts not out of im- 
partiality and responsibility but 
out of expediency, placing the 
blame on what it purportedly 
thinks the voter might do. 


SELF-IMPOSED CONTROLS 


If the premise is accepted that 
more controls are in the offing for 
hospitals in order to convince the 
public that someone is looking out 
for their interests, and if the pre- 
mise is accepted that external 
controls are undesirable because of 
the probable deleterious effect on 
the scope of the nation’s health 
care, then hospitals are confronted 
with the prospect of 
these controls upon themselves. 

The mechanism for this type of 
“self-control” already exists—in 
the state hospital associations. 
These associations, properly sup- 
ported and including trustees and 
doctors, could develop supervision 
of the activities of their hospitals 
to the satisfaction of the state, 


Blue Cross and the public. 


The incentive for self-control 
also exists. Obviously, it is the 


imposing 


desire to avoid controls imposed 
externally. 

However, the mere existence of 
the threat of external controls may 
not in itself provide a sufficient 
motive for action. There may be 
many who might ignore the cries 
of alarm until it is too late, 

Would careful education toward 
an understanding of this vital is- 
sue result in acceptance and im- 
plementation of the principles of 
cooperative action? Yes, it prob- 
ably would—but may not be 
enough, soon enough. 

As Blue Cross and other third 
parties pay hospitals more and 
more on a cost basis, public scru- 
tiny of individual hospital costs 
and financing is demanded more 
and more. It may be desirable to 
consider the development of agen- 
cies—separate and independent, 
similar to the system of state bank 
examiners—to certify hospital ac- 
counting procedures and costs to 
the satisfaction of Blue Cross, the 
state and the public generally. 

Hospitals may need financial in- 
centive and penalties to develop 
practical “self-control”; this could 
be accomplished through Blue 
Cross—developed by hospitals 
themselves to finance hospital care 
for subscribers. If so, the bond be- 
tween hospitals and Blue Cross 
needs to be strengthened, not 
weakened. Hospitals need to be 
made responsible for the health of 
Blue Cross and vice-versa. 

In all events, more self controls 
are needed for the strength of our 
voluntary hospitals. Our associa- 
tions need to think this important 
problem through very carefully. ® 


$2.50 Well Spent 


grant. 


Paul S. Bliss, administrator of 


Vancouver (Wash.) Memorial Hos- 
pital, went shopping recently to invest $2.50 in children’s books with 
all the care of a Ford Foundation trustee making a million-dollar 


The $2.50 came from a “benefit’’ for the hospital staged by three 
fourth-graders in a backyard on a Saturday afternoon. Mr. Bliss was 
unaware of the activity until they walked into his office and presented 


him the money with the under- 
standing it would go for books 
patients.—As re- 
ported in the December 1958 is- 


for pediatric 


sue of Oregon Hospitals. 
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N A STUDY of hospitals in 
Scandinavia and Western Eu- 


rope in 1952,* I noted that Swedish. 


hospitals, particularly those in 
Karlskoga! and Orebro, provided 
what seemed to be good hospital 
care with a much lower ratio of 
employees to patients than was 
usual in the United States. Ap- 
pearances, however, may be mis- 
leading and I did not feel justified 
in reporting a high degree of ef- 
ficiency in Swedish hospitals with- 
out detailed study to learn whether 
a valid comparison could be made 
with American hospitals in respect 
to the quantity and quality of 
medical and hospital care. 

In May and June 1957, with the 


*This study was made. possible by a 
senior fellowship award of the Common- 
wealth Fund. 

Note: Special recognition is due the help 
given by Dr. Bertil Sjévall, medical di- 
rector, and John Johnson, business man- 
ager, of the Karlskoga hospital; also, Dr. 
Olaf Wilander, medical director of the 
Orebro hospital, Dr. Erik Rabo, pediatric 
consultant to the Karlskoga hospital, Dr. 
Nils Holm, general practitioner in Karls- 
koga, and especially my assistant, Mrs. 
Nils Holm. 


Paul A. Lembcke, M.D., M.P.H. is pro- 
fessor of preventive medicine and public 
health, School of Medicine and School of 
Public Health, University of California, 
Los Angeles. At the time this study was 
begun, Dr. Lembcke was associate pro- 
fessor of public health (hospital) adminis- 
tration, hool of Hygiene and Public 
Health, Johns Hopkins University, Bal- 
timore. 


(LEFT) The municipal home at Kariskoga for infirm aged 
persons is one of the social welfare projects of Swe- 
den. Many of these old people have their own rooms. 


(LOWER, LEFT) Day room for patients on the surgical 
floor of the Kariskoga Hospital is one of the ‘‘extra 
benefits’’. 


Surgical patients average a 9-day stay. 


(BELOW) Patterned walipaper and smooth wood fin- 
ishes contribute to the attractiveness of the self-service 
cafeteria in the Kariskoga Hospital. Fresh flowers are 
used abundantly, as elsewhere in the hospital. 
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Swedish hospitals, reports the au- 
thor, provide good hospital care with 
impressive efficiency. His study of the 
organization and operation of a 240- 
bed hospital in Sweden showed a ratio 
of 6 employee hours per patient day 
compared with ratios of 9 to 13 hours 
in similar U. S. hospitals. 


help of a capable Swedish investi- 
gator, I made an intensive per- 
sonal survey of all aspects of the 
organization and operation of the 
240-bed hospital at Karlskoga, and 
a thorough study at first hand of 
all of the general hospitals and 


‘many others of the total of 26 


institutions that constitute an in- 
tegrated hospital system serving 
280,000 people in the Orebro Dis- 


trict (8 general and 2 allied special | 


hospitals with a total of 1142 beds; 
2 tuberculosis hospitals totaling 172 
beds; and 14 institutions providing 
33 beds for general convalescence, 
16 for tuberculosis convalescence, 
140 for mild psychiatric disorders, 
113 for mental deficiency, and 478 
for general nursing home care). 
Sufficient data were obtained on 
general hospital care to relate pa- 
tient statistics to a population base. 
Differences as well as similarities 


ANTIQUE copper, brass and iron in the patients’ 
lounge of the municipal home for the aged infirm 


are unusual notes in the decorating scheme. 
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between Swedish and American 
hospitals, social and cultural. in- 
stitutions were noted and evalu- 
ated. 


No wholly suitable method is 
available for comparing hospitals 


as to the efficiency with which they 


use employees. Any index based 


on employees as individuals may 
be misleading due to the inclusion 
of part-time employees, and ratios’ 
relating employees or employee- 
hours to beds may be erroneous: 
because of fluctuations of bed com-. 
plement according to season, de-. 
mand for beds and other factors. 
The best index available at this 
time is the ratio of the number of 
hours for which employees are 
paid to the number of patient-days 


in the same time period, as de- 


veloped by the Cleveland Hospital 
Council? around 1937. If employed 
without discrimination, this meth- 
od has the disadvantage of not 
taking into account differences be- 
tween hospitals in respect to kind 
of services rendered. It is quite 
satisfactory for depicting trends in 
a given hospital or group of hos- 
pitals, but if used to compare one 
hospital with another, the investi- 
gator must be reasonably certain 


that the kinds of service rendered 
are similar. 

Although the Karlskoga hospital 
is not identical with any of the 20 
or more general hospitals I have 
studied personally in the United 
States, I found it to be essentially 
the same. The principal similari- 
ties and differences are described 
and explained so the reader may 
judge for himself in what degree 
the comparisons are valid. 

Employee-Hours per Patient-Day. The 
240-bed general hospital in Karls- 
koga averaged only 6.27 em- 
ployee-hours per patient-day in 
1956 whereas U. S. hospitals re- 
quired much higher ratios of em- 
ployee-hours to provide similar 
care, as judged by some 30 general 
hospitals in various localities in the 
United States studied by the same 
method, although at different 
times. The median number of em- 
ployee-hours in the U. S. hospitals 
was 10.72 (range 8.98 to 13.02). 

Table 1 shows the distribution of 
employee-hours according to em- 
ployee funetion. The data for 
Karlskoga are further divided into 
(a) inpatient care, (b) feeding 
and housing of the hospital staff, 
and (c) outpatient service. Be- 


THIS 6-bed room in the Karlskoga Hospital has little of the “ward” 
atmosphere. Drapes and fresh flowers add warmth and life to the room. 
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cause outpatient service is not 
included in the figures for most of 
the U. S. hospitals, the figure of 
6.27 employee-hours in conserva- 
tive. | 

The most striking evidence of 
efficiency in the Swedish hospital 
is-in hospital plant operation 
(housekeeping, maintenance, 
grounds and utilities) which to- 
taled 0.66 hours, only 44 per cent 
of the median time required in the 
U. S. hospitals. 

The dietary department of the 
Karlskoga hospital required 0.58 
employee-hours, only 44 per cent 
as much as in the U. S. hospitals. 

In the Swedish hospital, the em- 
ployee-hour ratio for general pro- 
fessional care—mostly nursing 
service, but also central sterilizing 
_ and supply, medical records, phar- 
macy and emergency—amounted 
to 3.83 hours, 65 per cent of the 
figure for the U. S. hospitals. 

Administration of the Karlskoga 
hospital consumed 0.44 hours, 50 
per cent of the median for the 
U. S. hospitals. 

Special professional care—radi- 
ology and clinical laboratory—in 
the Swedish institution took 0.76 
hours, 25 per cent more employee 
time than in the U. S. hospitals. 
The high figure is attributable to 
the relatively greater volume of 
outpatient service in the Swedish 
hospital. 

independent corroboration. The 
validity and accuracy of the 
observations related above are sup- 
ported by independent observa- 
tions made a year later by Swe- 
den’s top hospital officials, who in 
the course of a tour of U. S. hos- 
pitals observed that U. S. staffs 
were twice as large as Swedish 
hospital staffs. 

Length of Stay and Kind of Patient. 
The average stay in a _ hospital 
seems long. It was 12 days in 1956 
—medicine 16, surgery 9, obstet- 
rics 8, pediatrics 11, ophthalmology 
18, and ear-nose-throat 8 days. 
One reason for the average stay 
being long in Sweden is the 
relatively small number of short- 
stay cases of various kinds. There 
were very few one-day cases such 
as tonsillectomy, for example. 
Only 15 of the 6000 discharged 
from the Karlskoga hospital in 
the whole of 1956 were tonsil- 
lectomy cases, whereas a U. S. 
hospital of comparable size would 
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A LARGE mural decorates the lounge on the surgical floor in the Karlskoga Hospital. 


probably have 800 and might 
have as many as 1000. (The ratio 
of tonsillectomies to 100 births 
in several U. S. hospitals studied 
recently ranged from 56 to 70, 
compared with a ratio of only 
2 in Karlskoga.) Obstetrics, which 
is characterized by a relatively 
short stay—8 days in Karlskoga, 
7.5 in U. S: maternity hospitals and 
from 5 to 7 in U. S. general hos- 
pitals—accounted for only 11 per 
cent of patients and. 8 per cent of 
patient-days in Karlskoga, where- 
as obstetrical patients make up 20 
to 25 per cent of the total in U. S. 
general hospitals. 

The lower ratio of employee- 
hours per patient-day in the 
Swedish hospital cannot fairly be 
attributed to a decrease in the 
daily effort required for the care 
of patients that is inversely pro- 
portional to the average stay in 
hospital. If such were the case, a 
lower employee-hour ratio in the 
Karlskoga hospital would be evi- 
dent only, or principally, in the 
nursing service. The fact is, how- 
ever, that the ratio is relatively 
lower in the services not directly 
concerned with patients, such as 


hospital plant operation—see 


Table 1. 
Hospital Plant Operation. Although 
most of the Karlskoga hospital was 


built in 1942, it looks as fresh and 


clean as if completed last. year. 
Credit for the modern, attractive 


appearance is due to the use of 
fine materials and good workman- 
ship in addition to painstaking 
maintenance. Color is used lavish- 
ly but tastefully, featuring com- 
binations of gay wallpapers with 
complementary plain finishes, fine 
Swedish glass, and furniture of 
handsome design and materials. 
Further decoration is provided by 
a profusion of flowers and ivy, and 
by prints, wall hangings, handi- 
craft and antiques. 

The handsomely landscaped hos- 
pital grounds are much more ex- 
tensive than is usual in the United 
States. | 

Dietary Department. The food was 
attractive and nourishing. Al- 
though little choice was offered on 
any given day, 40 per cent of the 
meals served to patients and staff — 
were special diets. There was a flat 
price for employee meals. The 
amount of food was unrestricted. 
Pre-purchased tickets and self- 
service in the cafeteria required 
the presence of a dietary employee 
for only one-half of the meal 
period. 


PRODUCTIVITY AND SATISFACTION 


It is possible to identify a num- 
ber of social and cultural factors 
tending to increase employee ef- 
ficiency. 

Job security and social welfare. 
There is marked stability of em- 
ployment in the Swedish hospital 
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due to good wages, job security 
and recognition of the dignity of 
all kinds of labor. Although Karls- 
koga is an industrial city of only 
30,000 population, it enjoys splen- 
did public facilities—schools, hos- 
pitals, a well-stocked library with 


a large reference department, an . 


indoor swimming pool built to 
Olympic Games specifications, an 
indoor tennis court in one of the 
schools, gymnasiums, social halls, 
parks and other recreational fa- 


_ cilities. The fact that these insti- 


tutions are freely available to all 
without cost probably makes it 
less necessary. for the head of a 
family in Sweden to change jobs 
frequently and otherwise struggle 
continuously to provide his family 
with “the advantages” during and 
after the wage-earner’s life. There 
is also excellent protection against 
adversity in old age—adequate 
pensions, attractive housing de- 


signed especially for the aged, and 
good hospital and nursing homes. 

Education. University education is 
tuition-free to anyone who is ca- 
pable of advanced study. Living 
costs away from home must be 
borne by the individual, financed 
out-of-pocket, 
from students associations, secured 
interest-bearing loans from banks, 
or unsecured interest-free loans 
from government. An interesting 
feature is that on graduation a 
student may have all of his debts 
merged into one large debt guar- 
anteed by the government and 
payable at the convenience of the 
student any time within 15 years. 

The primary and secondary 
schools seem to have succeeded in 
inculcating the habit of active par- 
ticipation in public affairs as well 
as a good basic education and 


or through loans - 


sound preparation for a vocation. 
The Swedish hospital employee 


seems to have been brought up by 
family, school and community in 
a tradition of individual respon- 
sibility and accountability. He has 


a sound basic education to which 
special skills can be added without 


elaborate instruction. He is usually 
proud and dignified in his work. 
Freedom of thought and speech are 
very dear to the individual, but 
he can readily blend thém into the 
amenability and cooperativeness 
that are essential to successful 
joint action. 


PHYSICIANS AND MEDICAL CARE 


A large proportion of Swedish 
medical practice is handled by 
physicians who spend one-half of 
their time in and derive about 
one-half of their income from, 
salaried service to hospital inpa- 
tients. The other half of their day 
is devoted to private, fee-for-serv- 
ice practice on outpatients covered 


Table 1. Employee-hours per patient-day in various hospitals and areas. 
AREA EMPLOYEE FUNCTION HOSPITAL 
Kariskega 1956 
1947 1950 1953 1954 1954 service weer service | Total 
General 38 15 10 10 “i 
ADMINISTRATION Purchasing & stores 09 05 10 13 
Not distributed above 70 .08 81 44 34 
TOTAL .70 .83 77 1.01 1.18 34 .O1 .09 44 
DIETARY TOTAL | 1.30 | 1.33 | 1.34 | 1.32 | 2.00 36 22 - 58 
Housekeeping 86 95 .80 1.64 1.14 17 
HOUSE Utilities & maintenance 46 .50 51 75 16 
AND Laundry (.57) (.53) (.38) (.68) (.58) 
TOTAL 1.41 1.45 1.31 2.02 1.89 33 .22 11 .66 
Nursing 4.93 | 449 | 6.04 | 622 | 673 |] 3.36 ss si sisi 
PROFESSIONAL Medical records 16 .36 .20 .O9 
Emergency .20 15 one 21 (.11 on om 
TOTAL 5.11 5.00 6.47 7.07 7.10 3.45 ant .38 3.83 
PROFESSIONAL Radiology 24 aa .20 29 .20 
CARE, Clinical laboratory as 35 23 44 55 .31b 
SPECIAL : TOTAL .46 59 .48 .64 .84 51 .25 76 
ALL ENUMERATED 
FUNCTIONS GRAND TOTAL 8.98 9.20 | 10.37 | 12.06 | 13.02 4.99 45 .83 6.27 
oa. Less than 


Ol. 
b. Does not include fissve examination or elaborate chemistry. 
ore not included in totals. 


NOTE: Figures in 


a 


by a national compulsory insur- 
ance that pays 75 per cent of an 
established fee schedule and al- 
lows such charges in excess of the 
schedule as may be agreed upon 
between physician and patient. All 
medical care in hospital is with- 
out charge, except for private 
rooms. The plan provides the 
Swedish physician with an incen- 
tive to keep his patients on out- 
patient status as long as it is safe 
to do so. The independent practi- 
tioner may, if he wishes, attend 
the educational programs of the 
hospital and follow the course of 
patients he has referred to the 
hospital, but he does not direct 
their care in the hospital. 

Hospital staff. Fourteen physicians 
spend their entire working day 
at the Karlskoga hospital, dividing 
it between inpatients and outpa- 
tients. Four part-time consultants 
complete the regular staff. The 
pediatrician, otolaryngologist and 
ophthalmologist spend some time 
in hospital every day. The pathol- 
ogist comes less frequently. In ad- 
dition, at any one time there may 
be a total of two or three externs, 
residents, and Swedish and foreign 
physicians spending one to three 
months in advanced or refresher 
work at the hospital. 

Working relationships. Swedish hos- 
pital tradition calls for the phy- 
sician and nurse to work in har- 
mony and understanding. This is 
fostered by the small number of 
physicians whom the nurse must 
know and work with regularly, 
perhaps only three or four in con- 
trast with eight or ten times that 
number in many U. S. hospitals. 
The presence of the full-time 
medical staff throughout the day 
and an artive “on call” service at 
night are also conducive to a close 
working relationship between phy- 
sician and nurse. Swift and ac- 
curate communication of observa- 
tions and orders can be maintained 
orally in these circumstances, do- 
ing away entirely with nurses 
notes and written orders for simple 
forms of nursing care, treatment 
and medication. 

Nursing Service. The organization 
of nursing duties is highly effi- 
cient. Each 30-bed inpatient unit 
is directed by a head nurse, who 
is assisted by graduates, students 
and aides in about the same pro- 
portions as in the United States. 
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However there are no night su- 
pervisors, no outpatient depart- 
ment nursing supervisors, etc.— 
there is not even a director of 
nursing service! The head nurse 
must know her job well. 


Nurses mostly work a 48-hour 


week with split shift, although this 
is beginning to yield to 44 hours 
and continuous daily duty. 
Nursing education requires three 
years. Graduates are expected to 
be so proficient in their work that 
there is no need for a procedure 
manual to define the limits of their 
responsibility or to spell out the 
details of nursing procedures. The 
close relationship with the doctors 
enables nurses to give laxatives, 


sedatives and analgesics without — 


specific written orders and records. 

“Obstetrics. Virtually all obstetrical 
deliveries take place in the hos- 
pital. Delivery, and routine ante- 
partum and postpartum care are 
handled by nurse-midwives. Until 
now the nurse-midwife has had 
one year of specialty training 
added to a regular three-year 
nursing course, but in the future, 
four years of training will be 
divided equally between nursing 


‘education and midwifery. In a 


small or medium-size hospital the 
physician who assists or takes over 
in difficult or complicated cases is 
usually a general surgeon, but in 
the large hospitals he is a special- 
ist in obstetrics. 

The care of the newborn infant 
is under the general direction of a 
physician, a pediatrician if pos- 
sible. 

Quality of medical care. Direct ob- 
servations by visiting physicians 
from the United States, Great Brit- 
ain, Australia, and other Scandi- 
navian countries indicate that the 
quality of medical care in Swedish 
hospitals is good, Similar observa- 
tions, supplemented by the appli- 
cation of certain objective criteria 
such as survival rate of premature 
and mature infants, maternal mor- 
tality and morbidity, the incidence 
and outcome of surgical operations, 
the plenitude and variety of diag- 
noses, the verification of diagnosis 
by x-ray and laboratory examina- 
tion, and the propriety or speci- 
ficity of therapy, all testify that 


the quality of care is good in the 


Karlskoga hospital, although it ap- 
peared that it could be bettered in 


some fields, e.g., orthopedics, and, 


in some practices; e.g., antibiotics 
could be used more lavishly. There 
was no evidence that the care of 
patients had been compromised to 
increase the efficiency of employee 
utilization. 


INTEGRATED HOSPITAL SYSTEM 


General hospitals, mental and 
tuberculosis hospitals, and nursing 
homes for the aged are components 
of a highly integrated hospital sys- 
tem owned and operated by local 
governmental units of about 250,- 
000 population. Integration within 
and between districts makes it 
possible to refer patients and send 
specimens for special laboratory 
examination to the institutions best 
equipped to handle them. A gap in. 
the system that is recognized by 
Swedish authorities, and is sched- 
uled to be remedied, is that the 
flow of referrals, etc., is always 
from the small hospital to a larger 
one. There is no program at pres- 
ent to bring consultants to smaller 
hospitals to evaluate quality, to 
teach and to participate in actual 
care. 

Apart from certain laboratory 
examinations the only centralized 
service is laundry. The Karlskoga 
hospital and a number of others 
have their linens laundered at an- 
other institution. 


ADMINISTRATION 


The responsibility for hospital 
administration rests with a medical 
director who devotes about 5 per 
cent of his time to it and the re- 
mainder of his time to clinical 
medicine. The chief surgeon gives 
about 3 per cent of his time to 
administration. The bulk of busi- 
ness matters and personnel work, 
housekeeping, procurement of sup- 
plies, etc., are handled by a busi- 
ness manager and a staff of three, 
and by an executive who has no 
parallel in U. S. hospitals. Known 
as the “husmoder’—literally, the 
‘“hhousemother”—she is actually an 
expediter and personnel officer for 
the nursing service, and executive. 
housekeeper for the hospital and 
the staff residences. 

In the Swedish hospital nearly 
everyone is a productive worker. 
Supervision is minimal and there 
is freedom to experiment. It is rare 
to find a member of a hospital 


(Continued on page 92) 


HOSPITALS, J.A.H.A. 


— 


APRIL |, 1959, VOL. 33 


Foreign Medical Graduates: 


by T. STEWART HAMILTON, M.D. 


HE NUMBER of graduates of 

foreign medical schools taking 
the examination of the Educa- 
tional Council for Foreign Medical 
Graduates is increasing by almost 
geometric progression to reach an 
expected peak in 1959. The first 
examination was written by 298 
physicians in March 1958. The 
September 1958 examination was 
written by 844 and some 2300 have 
applied for February 1959. 


THE ECFMG 


The ECFMG was formally es- 
tablished in 1957, after prelimi- 
nary discussion and planning over 
the previous decade.! Its primary 
objective was to promote oppor- 
tunities in the United States for 
advanced studies in medicine so 
that the level of medical care 
throughout the world might be 
raised. Its primary concern was to 
safeguard the health care and wel- 
fare of the American public. To 
these ends it sought to determine 
that foreign medical graduates 
participating in patient-care edu- 
cational programs in the United 


States had reached a level of edu- | 


cational attainment comparable to 


that of graduates of U. S. and. 


Canadian schools. ECFMG is spon- 
sored by the American Medical 
Association, American Hospital As- 
sociation, Association of American 
Medical Colleges and Federation 
of State Medical Boards of the 
United States. Its trustees, com- 


T. Stewart Hamilton, M.D., is executive 
director, Hartford (Conn.) Hospital. This 
material also appears in the March 28 
number of the Journal of the American 
Medical Association. 


The author outlines the history of 
the Educational Council for Foreign 
Medical Graduates. He discusses the 
dual purposes of the organization: to 
provide improved educational oppor- 
tunities for foreign medical gradu- 
ates and, at the same time, insure an 
adequate quality of care for patients. 


posed of representatives of the 
sponsoring organizations and of 
the public, have developed and 
implemented a plan for evaluation 
of credentials and administration 
of a qualifying examination. At 
the same time, they have sought 
and obtained funds from the Kel- 
logg and Rockefeller Foundations 
to initiate the program, and have 
engaged Dr. Dean F. Smiley as 
executive director. 

In March 1958 the first exami- 
nation was given to 298 physicians 
in centers in the United States and 
Canada. These foreign medical 
graduates had already had from 
one to more than twenty years 
experience with medicine in the 
United States. Questions were 
taken from those tested and used 
by the National Board of Medical 
Examiners. They were selected as 
being least likely to confuse one 
whose command of English was 
somewhat limited. Of these 298 
physicians, only 151 or 51 per cent 
attained a passing grade of 75 or 
higher,? a disappointing result. 


EXAMINATIONS EXAMINED 


At the American Hospital Asso- 
ciation convention in September, 
concern was expressed that the 
new examination would greatly 
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reduce the numbers of interns 
coming to the United States. Con- 
cern was also expressed that 
agreement by the National Intern 


Matching Program to accept cer- 


tified foreign medical graduates 
for matching along with graduates 
of U. S. and Canadian schools 
would further deplete the intern 
supply available to hospitals now 
relying upon these men and women 
to fill their quotas. This concern 
was expressed both at the AHA 
Council on Professional Practice 
Review Committee meeting on 
Aug. 17, 1958, and later before 
the House of Delegates. Although 
no formal action was taken, the 
record of these proceedings in- 
cluded the suggestion of one dele- 
gate that “‘a) the American Hos- 
pital Association ... take steps 
to defer if at all possible, the in- 


clusion of foreign medical gradu- | 


ates into the intern matching pro- 
gram until the program has been 
further evaluated and b) to ex- 
amine and test the present mecha- 
nism in view of the high percent- 
age of failures.’ 


This seemed to relieve the ad- : 


ministrators’ minds for the mo- 
ment, at least, since a program 
on the subject of the foreign med- 


ical graduate held later in the 
convention attracted a relatively 
small audience and evoked few 
comments or criticisms. It seemed 
that most, while worrying about 
the possible implication of the 
program with regard to their own 
institutions, recognized the need 
of such a controlled plan. The 
ECFMG Examinations Committee 
reviewed the results of the’ March 
examinations with great care and, 
noting that many who took it com- 
plained of its length, recommended 
that the number of questions be 
reduced and the time for its com- 
pletion be extended. The question 
of lowering the passing grade from 
75 to 70 was discussed at length. 
Decision against such a step was 
made on the ground that if it were 
taken the ECFMG could no longer 
state that the certified physician 
had reached a level of educational 
attainment comparable with that 
of a graduate of a U. S. school. 
Dr. John P. Hubbard toured the 
world for the ECFMG during the 


summer of 1958 and set up 27 ex- 


amination stations in Central and 
South America and. overseas. On 
Sept. 23, 1958, a total of 844 for- 
eign medical graduates whose cre- 


dentials had been studied and 


U.S. STATIONS 


approved wrote the new exami- 
nations, 707 in the United States 
and Canada, and 137 in foreign 
centers/? It is interesting that the 
result (52.4 per cent of those writ- 
ing in U. S. stations passed) indi- 
cates that changing the examina- 
tions to reduce the number of 
questions and extend the time for 
their completion had little if any 
effect, for 51 per cent had passed 
the first examination. A new and 
serious problem arose when the 
scores of those writing the exami- 
nation overseas were compared 
with those of U. S. examinees. 


This is demonstrated graphically 


in charts 1 and 2. While those writ- 
ing in the United States did rather 
better than the March examinees, 
scarcely more than a third of those 
writing in foreign stations attained 
a passing grade. 


TEMPORARY CERTIFICATION 


It was at once obvious to the 
examinations committee that to 
limit the number of certified for- 
eign medical graduates from with- 
out the United States and Canada 
to slightly more than a third of 
those taking the examination would 
be serious indeed. It was obvious 
as well that, in comparing the 
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results of the two groups, students 
benefited greatly from what they 
learned in the United States. For 
these reasons, it was decided to 
recommend a new temporary cat- 
egory to be called Temporary Cer- 
tification. Temporary certificates, 
valid for two years postgraduate 
training in the United States, are 
to be given to examinees who at- 
tain scores of 70-75. By the end 
of the two years, the graduate will 
be expected to have written and 
passed the certifying examination. 
The new category of temporary 
certification will entitle the holder 
to apply for any approved intern- 
ship in the United States and to 
be matched through the National 
Intern Matching Program. 

The decision to issue temporary 
certification to those who attained 
within five percentage points of a 
passing grade was approved by 
the trustees as an expedient in 
the face of the unexpectedly poor 
showing of those who wrote the 
examination outside the United 
States. By its issuance the per- 
centage of examinees receiving 
either permanent or temporary 
certification was raised to 76.2 per 
cent. Of those writing in the United 
States, 79.7 per cent attained 
grades of 70 per cent or higher; 
while of those writing in foreign 
centers, 58.3 per cent attained 
these scores. Of the 844 who wrote 
the September examination, 26.7 
per cent or 226 will receive tem- 
porary certification. If they plan 
to take more than two years post- 
graduate training in the United 
States, it will be necessary for 
them, during that period, to retake 
and pass the ECF MG examinations. 
The two years is deemed necessary 


to give the graduate time to im-. 


prove his knowledge, reapply and 
rewrite the examination. . 


THE FUTURE 


What of future examinations? 
As noted above, 2300 have applied 
to write in February 1959; it is 
expected that at least equal num- 
bers will apply for the September 
1959 and February 1960 exami- 
nations. After July 1, 1960, the 
date when all holding internship 
and residency appointments will 
be expected to have qualified, the 
number of applicants should fall 
to perhaps 2000-3000 per year. 
These will be those who are seek- 
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ing appointments for the first time, 
together with those holding tem- 
porary certification and others who 
apply to rewrite the examination. 
Examinations will be given as at 
present both in the United States 
and in foreign stations. Cost of the 
administration will be borne by 
both the applicants and by hos- 
pitals appointing them, the charge 
being $50.00 to the applicant and 
$75.00 to the hospital Those eligi- 
ble to apply will be graduates 
(and in some instances, students in 
their last year) of schools listed 
in the WHO—World Directory of 
Medical Schools. Applications will 
be screened at the council’s head- 


quarters, 1710 Orrington Ave., 


Evanston, Ill. Although actual 
scores and results of examinees 
by school or by nationality will be 
kept confidential, lists of those 
certified will be made available to 
state medical boards and other 
authorized bodies. 

While the program is scarcely 
under way and has had to face 
the usual problems of any new 
organization, it already shows 
promise of the accomplishment of 


its two-fold purpose: improving 
educational opportunities for for- 
eign medical graduates and insur- 
ing an adequate quality of care 
for patients. State boards of medi- 
cal examiners in 16 states, for ex- 
ample, have already agreed to 
accept ECFMG permanent certifi- 
cates in evidence for admission of 
a foreign trained physician to their 
licensing examinations. It is ex- 
pected that ECFMG permanent 
certificates will soon come to be 
regarded around the world as evi- 
dence that the holder has attained 
a level of medical competence 
equivalent to that of a graduate of 
a U. S. or Canadian school. In 
order to succeed the ECFMG will 
need continued support of its spon- 
soring agencies and of their mem- 
bership. If it succeeds it can be a 
vital factor in improvement of 
world medicine and world health.® 
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MOTHER’S DAY 
IN THE HOSPITAL 


In hospitals with maternity sec- 
tions, every day is Mother's Day. 


But the Mother’s Day the nation 


observes in May has become a 
very special day in the maternity 
section at St. Joseph Mercy Hos- 
pital, Pontiac, Mich. 

For the past three years each 
mother in the unit was presented 
a corsage of fresh flowers when 
her baby was brought in for 
morning feeding. In the after- 
noon music was played, and 
parents and grandparents were 
served refreshments. 

Last year, in addition to the 


MRS. JOSEPH OSTERSTUCK, R.N., in behalf of the 
fourth floor personnel of St. Joseph Mercy Hospi- 
tal, Pontiac, Mich., presents a gift to the hos- 
pital’s 1958 Mother's Day queen, Mrs. Howard 
Seiss, and her son as part of the hospital's an- 
nual observance of Mother's Day. 


above activities, the mother who gave birth to the first baby that day was 
crowned queen and was escorted around the maternity floor on a wheel-chair 
float. Personnel from the entire fourth floor of the hospital, including the ma- 
ternity, OB delivery and nursery units, presented a gift to the Mother's Day 


Queen. 


Student nurses at Canonsburg (Pa.) 
General Hospital handling fire hose 
at an institute staged by Lt. McGrath. 


‘Showman with mission 


HE MOST boring thing in the 
world used to be a safety 
meeting.” 

But the man speaking, Lt. Rob- 
ert McGrath of the Chicago Fire 
Department, has changed all that. 
Largely by dedication, grit, and a 
supercaarged personality, he has 
taken “the most boring thing in 
the world” and transformed it into 
an exciting, life-saving event. 

A brawny, ruddy-faced man 
who looks like an_ ex-football 
player (which he is), Lieutenant 
McGrath has _ criss-crossed the 
country the past six years, con- 
ducting hundreds of safety insti- 
tutes. He has taught thousands of 
nurses specifically what to do in 
case of fire. Thousands more are 
learning from them the emergency 
rescue techniques he developed. 


THOUGHTFUL THEATRICS 


The McGrath approach to safety 
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institutes involves a _ blend of 
evangelistic fervor and showman- 
ship. But there is thought as well 
as theatrics behind them. 

“You can't hold people’s interest 
for seven hours just by talk,” says 
Lieutenant McGrath. “Humor, dan- 
ger, and drama, carefully mixed 
and controlled—that’s my formula 
for a successful meeting.” 

‘It’s a formula that works. Mc- 
Grath sessions often generate the 
excitement of a circus. A typical 


“The secret of working with nurses 

is to remember that they like to 
participate. They enjoy physical work 
they can handle, even if it means lifting 
patients. And they enjoy working 

as equals with men.” 


HOSPITALS, J.A.H.A. 


M H: 
» 
¢ 
a 
‘ 


APRIL |, 1959, VOL. 33 


sequence will have four or five 
fires blazing around a bed on 
which Lieutenant McGrath lies 
covered by a flaming blanket (he 
uses asbestos paper as a protective 
liner). Billowing smoke, soaring 
flames, and gasoline on stage keep 
participants and his audience alert 
—and apprehensive. 

“I’ve had a few singed eye- 
brows,” says Lieutenant McGrath, 
“but no real close calls. The nurses 
I’ve worked with have been quick 
to spot trouble when it occurs, as 
it has a couple of times. But when 
you think about it, a little trouble 
is good training—as long as no 


one gets hurt, of course. Those who 
can handle a difficult situation best 
are going to be those who have 
had to handle it before or who 
have seen it handled before.” 


THE START 


Lieutenant McGrath’s interest in 
hospital fire safety was a hobby 
until 1953, when he was made a 
lieutenant in the Chicago Fire De- 
partment and an inspector of hos- 
pitals. He soon discovered that no 
specific techniques had been de- 
veloped for handling hospital pa- 
tients in times of emergency. 

“The literature on safety educa- 


“I’ve been called vindictive, and there may be 
some truth in it—although I don’t like to think so. 


“It’s nice if people think well of you, but in 
my work, that’s only coincidental. The big thing 
is to do a job to the best of your ability— | 
Sand see that the job is done...” 
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tion was full of recommendations 
for removing patients to safety,” 
he said. “But the details of how 
it was to be done were omitted. 

“I didn’t know the answers to 
this problem any more than the 
textbooks,” he said. ““But I set out 
to find them.” 

The first step was research. He 
read everything he could find on 
the subject. He then decided that 
the nursing staff would be the 
most effective group to work with 
patients in case of a hospital fire 
or disaster. His reasoning went 
something like this: 

1. Nurses are quite likely to dis- 
cover a fire—particularly at night. 

2. Nurses are near patients and 
familiar with their problems. 


VARIATIONS ON A CARRY 


The next step was experiment. 
Rescue techniques and carries that 
could not be performed by women 
were eliminated. What remained 
were six basic carries with 18 var- 
iations. These carries can be ad- 
justed to work in almost any 
emergency situation and for al- 
most any type of patient. 

“IT started out,’ said Lieutenant 
McGrath, “with the idea that the 
important thing in rescue work is 
specifics. The tendency today is 
to think of disaster work in terms 
of mass projects involving many 
people, many patients and much 
equipment. There is, of course, a 
need for large-scale disaster plan- 
ning. But on the basis of probabil- 
ity, other safety procedures should 
come first. Community-wide dis- 
aster planning may be dramatic, 
but you’re more likely to be called 
upon to put out a cigarette fire 
than handle an influx of 200 peo- 
ple. 

“The way most hospitals are 
laid out structurally, with area 
and corridor separations, most 
emergencies are going to involve 
only one room or one patient. The 
first thing, then, would be to learn 
how to handle one room and one 
bed before tackling bigger prob- 
lems. Once you've licked that, it’s 
a simple progression to attack 
wards, wings, floors and later on 
an entire hospital. That’s the pro- 
cedure I recommend and try to 
teach.” 


A MINE FIELD OF PROBLEMS 
The next step—probably the 
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most important and certainly the 
most difficult—was selling the 
program. Here there was a mine 
field of problems. For one thing, 
there was the speech-making. “It 
was awfully hard, at first,” said 
Lieutenant McGrath. “The first 


time I talked—I remember it was | 


before 200 O.R. nurses—I was so 
tense I became nauseated. But I 
stayed with it and managed to 
overcome it.” 

Overcome it, he has. Audiences 
no longer bother him. He now 
handles the microphone with non- 
chalance and authority. As he says, 
smiling, “The first 50 sessions are 


the hardest.” 


Once his format had been worked 
out, there remained the problem 
of convincing administrators of 
the importance of his work. “It 
wasn’t any picnic,” says Lieuten- 
ant McGrath. “It still isn’t. 

“In the first place—let’s face it 
—a fireman is not looked upon as 
an intellectual anywhere, and cer- 


. tainly not in the hospital.” 


Lieutenant McGrath’s achieve- 
ments and background, however, 
make this an arguable statement. 
He attended (on football scholar- 
ships) the University of Chicago 
for one year and Oglethorpe Uni- 
versity, Atlanta, for two years. 

In addition to writing a manual 
and directing several films, he has 
had 18 articles published in hos- 
pital and nursing journals. 

The bookshelves in his home are 
crowded with “egghead” books. 
His taste and range are indeed 
formidable. There is Freud and 
Erich Fromm and David Reisman; 
there is Tolstoy, a well thumbed 
set of the “Harvard Classics,” and 
Macaulay’s History of England. 

“When I get a chance,” said 
Lieutenant McGrath, “I still find 
complete relaxation in sitting down 
with Macaulay for an hour or 
two.” 

Lately, the chances for relaxa- 
tion have been hard to come by. 
Since 1954, Lieutenant McGrath 
has thrown himself into emergency 
rescue work with the pep and 
vigor of a zealot. It’s been slow, 
grueling work. It’s also been ex- 
pensive work. Almost single-hand- 
edly, he has sold the merits of his 
program to anyone in the health 
field who would listen. His office 
is his home, at 7837 Ridgeland, on 
Chicago’s South Side. There, un- 


der the dining room light, Lieu- 
tenant McGrath thumps out his 
own correspondence on a_ used 
typewriter ($60) purchased for 
this activity. On his “off” days 
(Chicago firernen work 24 hours 
on, 48 hours off), he puts in as 
many as 14 straight hours at the 
typewriter, punching away with 
two fingers. He arranges meetings, 
handles correspondence with ad- 
ministrators, association officials, 
nurses, fire chiefs—anyone seeking 
information, advice or help on fire | 


fighting techniques. 


To finance his work and to sub- 
sidize a demonstration film, he 
took a second job part-time in the 
evenings. But ask him, and he’ll 
tell you it has all been worth it. 

“I’m working in an area badly 
in need of improvement,” he said. 
“It’s been a dogfight all the way 
Apathy and even opposition made 
my educational program difficult to 
sell. The thing that kept me going 
—and still keeps me going— is that 
I know what I have to teach is 
correct and can ultimately save 
lives. 

“T’ve been called vindictive,” he 
said, “and there may be some 
truth in it—although I don’t like 
to think so. It’s nice if people 
think well of you, but in my 
work, that’s only coincidental. The 
big thing is to do a job to the best 
of your ability—and see that the 
job is done. I don’t offer the intel- 
lectual approach. Hospital people 
get too much of that as it is. I 
try to refine the science out of life- 
saving techniques and put it intc 
terms anyone can understand.” 

Lieutenant McGrath is currently 
busy on a handful of projects. 
Later this month, he begins a series 
of 23 institutes across the country 
for the Veterans Administration. 
He is also taping sound accompani- 
ments to films taken at some of 
his meetings. But with all of that 
activity, Lieutenant McGrath is 
only warming up. He will soon 
be eligible for retirement from the 
Chicago Fire Department, and. he 
will be able to devote full-time to. 
hospital activities. It seems likely 
that many a patient and nurse as 
yet unborn will some day owe his 
(or her) life to the Chicago fire- 
man who made fire fighting pro- 
cedures in hospitals across the 
country his own personal respon- 
sibility. 
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The heart-slowing action of Serpasil can be of therapeutic value in a wide variety of conditions marked by 
an increased heart rate. « Serpasil prolongs diastole, allowing more time for the myocardium to recover and 
enhancing cardiac blood flow and efficiency.’ This heart-slowing effect is unrelated to the antihypertensive 
effect of Serpasil; that is, in normotensive patients with tachycardia, Serpasil will slow heart rate without 
decreasing blood pressure. « Serpasil is thought to slow the heart by central suppression of afferent sympa- 
thetic activity,” thus inhibiting impulses to the cardio-accelerator fibers and allowing the normal braking 
action of the vagus to predominate. This heart-slowing action is unlike that of the agents now in widespread 
use —the veratrum derivatives, digitalis, quinidine, and parasympathomimetic agents. Serpasil is virtually free 
of the dangers (heart block, cardiac arrest) and the disadvantages of “titrating” dosage heretofore encountered 
with bradycrotic drugs. 
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NOTE: In patients receiving digitalis or quinidine, Serpasil therapy should be initiated with especially careful 
observation. Serpasil is not recommended in cases of aortic insufficiency. 
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VE FEW HAVE the ability to 
put into words their ideas or 
to relate their experiences or even 
to write a note to the children’s 
teacher or to anyone else. How- 
ever, all of us know how to read, 
and it has been said that if you do 
not read, you become intellectu- 
ally as well as professionally dead. 
The advice, therefore, is to read. 
Hospital administrators are be- 
sieged and frustrated by the bar- 
rage of paper that strikes their 
desks—correspondence, circulars, 
advertisements, brochures, maga- 
zines and the like, most of which 
are pretty well written and carry 
a message intended to be impor- 
tant and to relate in some manner 
to the disciplines of the field. 
Some years ago George Bugbee, 


recognizing this problem, sent out 


to several members of the Associ- 
ation a booklet on how to improve 
one’s reading. This little brochure 
attempted to assist the busy ad- 
ministrator by speeding up his 
reading and taking him out of the 
habit of digging out a word or 
two at a time into an almost Uto- 
pian situation in which a page at 
a time could be substituted for 
the word. However, much more 
important is what you read and 
how much you read than with 
what speed you read it. There are 
many good journals in the hos- 
pital field and more and more we 
find that the articles are well writ- 
ten and attack problems of cur- 
rent interest. 

At one time, I have been told, 
it was difficult to find enough sub- 
stantial hospital material to take a 
magazine to press once a month 
and that much “boiler plate” filling 
had to be resorted to. This, of 
course, is no longer the truth. 
Among the many good journals of 
the field, all of which I would like 
to mention but they are too nu- 
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your fresident reports 


merous, I like to think of our own 
publication HOSPITALS, J.A.H.A., as 
fulfilling part of the requirement 
for informing a busy administra- 
tor. Each of the semi-monthly 
numbers, as you read through 
them, have incorporated a special 
feature for the particular issue 
which may have to do with the 
care of the aged, architecture, 
nursing, or something of great 
current interest. 


For those interested in nursing. 


—and who isn’t—‘‘The Future 
Nurse: Her Place and Preparation” 
by Stewart Hamilton is a succinct 
story—well handled. Dick Wittrup 
writes on “How Does an Adminis- 
trator Administrate’’. Here an up- 
and-coming young executive paints 
his picture of how we should do 
our job. Mrs. William Botts tells 
the volunteer story and C. Rufus 
Rorem continues the series of as- 
sociation monographs, this one on 
physicians’ ofices at hospitals. Ev- 
ery one of the above, which ap- 
peared in the March 1 issue, 
present good opinions of current 
hospital thought. 


| HE EDITORIAL columns have 
comments on items that embrace 


the interest of the whole field, such — 


as the item in the March 1 issue 
entitled, ‘“‘Narrowing the Critical 
Period”’, having to do with how 
fires are won and lost and the ad- 
monition not to hesitate to call the 
fire department when necessary. 
These are items which.they have 
labeled good advice for anybody. 

One can be informed from the 
digest of the news about such 
things as research, investigation 
studies and patterns of hospital 
care, reports from Washington and 
many more such items. The ad- 
vertisements are excellent—many 
are real works of art—and add 
much to your learning, and have 


special interest to the whole man- 
agement and employee field. 
The relatively new quarterly 


‘journal, Hospital Administration, 


of the American College of Hos- 
pital Administrators, is recom- 
mended for your interest. Here 
the best in administrative think- 
ing has been gathered together in 
a quarterly volume and the field 
of management and administra- 
tion is well explored and covered. 


[| ERTAINLY, we admonish all to 


read, for the reason that in the 
future you may be called upon to 
write, and in order to write, the 
only experience that provides. a 
sufficient background in this field 
of communication is reading. Up- 
coming persons in the hospital 
field, anxious to express their ideas 
and views, might find the field of 
writing the very avenue for which 
they are searching. Acceptable ar- 
ticles for the various hospital pub- 
lications give one an opportunity 
to be known and understood. Ex- 
change of information by the writ- 
ten word often brings out the best 
in the individual and affords read- 
ers the opportunity to appraise the 
writer as well as the script. Ap- 
praising the reader, writing sim- 
ply, concisely and to the point are 
attributes all can strive for. Cour- 
age to express your views must 
be followed by courage to select 
the publication you think will ac- 
cept your written wisdom—take a 
chance; you too may become a 
famous mental hero! 


Ray Amberg, president 
American Hospital Association 
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solves acute diarrheal disease problems... 


@ swiftly relieves symptoms rapidly destroys 
bacterial pathogens (bactericidal rather than bacteriostatic) 
m succeeds where others fail against the enteric “problem 
pathogens” — increasingly prevalent, refractory strains 
of Staphylococcus, Escherichia, Salmonella and Shigella 


... Without creating new problems 


mw does not upset the balance of normal intestinal flora 
w does not encourage monilial or staphylococcal overgrowth 
@ does not induce significant bacterial resistance 


A PLEASANT ORANGE-MINT FLAVORED SUSPENSION 
containing FUROXONE, 50 mg. per 15 cc., with kaolin and pectin 
w For patients of all ages (may be mixed with infant formulas, 
passes through a standard nursing nipple) m Dosage: Should 
provide (in 4 divided doses) 400 mg. daily for adults, 5 mg./Kg. daily 
for children gm Supplied: bottles of 240 cc. (also: FUROXONE Tab- 
lets, 100 mg. scored, bottles of 20 and 100) 


THE NITROFURAN S—a unique class of antimicrobials 
‘eo’ BATON LABORATORIES, NORWICH, NEW YORK 
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Furoxone 


The following actions were taken 
by the Board of Trustees of the 
American Hospital Association at 
its meeting on Feb. 3. Further 
actions of the Board will be re- 
ported in subsequent issues of this 
Journal, 


PATHOLOGY TRAINING PROGRAMS 


VOTED: To encourage inclusion in 
residency programs in pathology, of 
training in the administrative aspects 
of departmental and hospital opera- 
tion, utilizing the assistance of the 
hospital administrator. 


HOSPITAL SERVICE 
FOR UNWED PARENTS 


VOTED: To authorize preparation 
of a brochure on hospital services to 
unmarried parents; further, 

To seek the cooperation of such 
interested organizations as the Child 
Welfare League of America and the 
Children’s Bureau of the Department 
of Health, Education, and Welfare in 
this project. 


FOREIGN MEDICAL GRADUATES 


VOTED: To advise hospitals to ac- 
cept only foreign medical graduates 
who are permanently or temporarily 
certified by the Educational Council 
for Foreign Medical Graduates; fur- 
ther, 

To request the Committee on List- 
ings to consider holders of “tempo- 
rary” certificates in the same category 
as those holding permanent certificates 
for purposes of listing hospitals after 
July 1, 1960. 


ATTRITION RATE IN NURSING 


VOTED: To authorize development 
of a plan to study the attrition rate of 
students of nursing in hospital and 
collegiate schools of nursing, and the 
occupational placement of graduates 
of hospital and collegiate schools of 
nursing for a designated period of 
time, 


HOSPITAL SCHOOLS OF NURSING 
VOTED: To advise the Association's 
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ASSOCIATION SECTION 


representatives to the Committee on 
Careers, National League for Nursing, 
to request the committee to develop a 
document concerning the _ hospital 
school of nursing similar to the staie- 
ment on the collegiate school of nurs- 
ing; further, 

To develop such a publication as an 
American Hospital Association activity, 
if this is not feasible. 


DIPLOMA SCHOOLS OF NURSING 
VOTED: To conduct a pilot short- 


term course in curriculum and teach- 


ing methods for faculty of diploma 
schools of nursing. : 


ACCREDITING NURSING SCHOOLS 


VOTED: To request the National 
League for Nursing to defer the dead- 
line for provisional accreditation until 
such time as the commission on ac- 
creditation of hospital schools of nurs- 
ing is in effect. 


COST OF ACCREDITING SCHOOLS 


VOTED: To urge the National 
League for Nursing to adopt every 
measure possible to reduce the cost of 
accreditation, since the proposed new 
fee schedule for nursing school accred- 
itation is unreasonably high, until such 
time as the whole problem of nursing 
school accreditation can be studied and 
resolved. 


CONFERENCE GROUPS ON NURSING 


VOTED: To urge state hospital asso- 
ciations to encourage the establishment, 
in the respective states, of conference 
groups consisting of administrators of 
hospitals with schools of nursing and 
directors of schools of nursing, to re- 
view mutual problems. 


NURSES’ TRAINING 


VOTED: To make every effort to 
implement the recommendations of the 
Council on Professional Practice to en- 
courage: 1) all formal courses of nurs- 
ing education and to provide more 
traineeships for registered nurses; 2) 
programs leading to a bachelor’s de- 
gree in nursing, in connection with 


Title Il, Public Law 911, Federal Aid 


to Nursing Education; further, 


To request, in any congressional 
hearings, that the intent of Congress 
be made clear to the administrators of 


- Title Il, Public Law 911, regarding the 


above two points, and to request the 
administrators of the program to take 
immediate steps to change the pro- 
gram’s emphasis in accordance with 
these recommendations, and further, 

To propose amendments to the legis- 
lation, if it appears necessary, so as to 
accomplish these purposes. 


NURSING HOME LEGISLATION 
VOTED: To authorize filing state- 


ments with the House and Senate indi- 
cating support for the inclusion of 
proprietary nursing homes in Housing 
and Home Finance Agency legislation, 
so long as such legislation 1) provides 


OFFICIAL MEETINGS 


Committee on Listings Chicago 
Joint Committee with 
the American Associa- 
tion of Medical Record 


April 3 
April 22 


Librarians Chicago 
April 28-29 Committee on the Care 

of the Chronically Ill 

and Aged Chicago 


only for financing for construction of 
proprietary nursing homes, 2) requires 
that the Hill-Burton agency in each 
state certifies the need for the facility, 
3) the facility is constructed in accord- 
ance with standards established for such 
construction in the Hill-Burton Act, 
and 4) the definition of the facility is 
limited exclusively to a nursing home 


and is in accordance with the language 


recommended by the Association in its 
testimony to Congress last year. 


-HOUSING FOR THE ELDERLY 


VOTED: To encourage participation 
in the development of a low-interest, 
direct loan housing program for the 
elderly, under the Federal Housing Act, 
limited to nonprofit organizations so 
as to encourage hospital sponsorship 
and participation; further, 

To instruct the staff to follow through 
with necessary amendments to legisla- — 
tion introduced to accomplish this pur- 


pose. 
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A single 4% Gm. dose provides effective levels in body tissues and fluids for 
24 hours. No renal obstruction. Extremely low sensitization potential. At least 
equivalent to 4 to 6 Gm. of previous sulfonamides. 


Highly economical + Saves personnel time and effort * Spares pharmacy 
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TABLETS, 0.5 Gm./ ACETYL PEDIATRIC SUSPENSION 
250 mg. per teaspoonful (5 cc.) 


==>) LEDERLE LABORATORIES, a Division of 
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“YES...1 HAVE SPECIAL REASONS FOR SPECIFYING BUFFERIN™ 


There are a lot of reasons why so many physi- 
cians specify Bufferin. For instance, it’s better 
tolerated than plain aspirin—many times bet- 
ter tolerated according to one recent study! of 
236 patients. Therefore, it’s the choice when 
high-dosage or long-term salicylate therapy 
is indicated. And Bufferin contains no sodium 
—so it’s ideal for effective pain relief when the 
patient’s on a low-salt or salt-free diet. 


Bufferin makes work easier for the hospital 
staff too: no stomach upsets to waste nursing 
time—the fast onset of action means fewer of 
those “why don’t I feel better yet” calls. 


BUFFERIN 1000's Save money - Save space - save time 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 
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And the new 1,000 tablet hospital size bottle 
of Bufferin means that you can now economi- 
cally stock this fine analgesic for general hos- 
pital and out-patient use. Be sure it’s available 
in your pharmacy. 

Each Bufferin tablet combines 5 grains of aspirin 
with Di-Alminate (Bristol-Myers’ name for the ex- 
clusive combination of the antacids aluminum glycin- 
ate and magnesium carbonate). 


1. Sher, D. B.: Aspirin and APC Irritation of the Stomach, 
Scientific Exhibit, World Congress of Gastroenterology; 
Washington, D.C., May, 1958. 


WOO TABLETS 
HOSPITAL USE 


BUFFERIN 


HOSPITALS, J.A.H.A. 


Re 
4 
x 
ae 
} 
: > 
: 


looks at hospitals 


INCE THE pharmaceutical indus- 
try and the hospital are both 
members of what is often called 
“the health team”, no one can 
doubt that any public relations 
problems that afflict one member 
of this team will invariably have 
an effect on the other members. 
As on any team, it would be dis- 
astrous if the members started 
playing against each other rather 
than against a common opponent. 
And we do have a common op- 
ponent; in this case he could well 
be labeled “‘Disease of Body and 
Misunderstanding’’—the patients 
we all deal with are often afflicted 
with both. 
How does the pharmaceutical 
industry look at hospitals? In all 


fairness, we should state that the 


industry looks at two sides of the 
hospital picture, both a positive 
one and a negative one. It would 
be best to deal with the positive 
side first, since this constitutes 90 
per cent of the scene. | 
First of all, to the pharmaceu- 
tical industry the hospital is a 
major distribution center for the 
sale of drugs, both for routine care 
items as well as for the advanced 
specialties and drugs 
developed over the last few years. 
As such, the hospital is a very 
important customer for us and is 
usually handled with the respect 
due any good account. It is natu- 
rally in our own interest for the 
public to develop a favorable at- 
titude toward the hospital just as 
it is to our advantage to form a 
favorable impression of the retail 


At the time this article was prepared, 
John A. Baruch was public relations di- 
rector of Warner-Lambert Pharmaceuti- 
cal Co. He is now advertising manager of 
Ortho Pharmaceutical Corp. 
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A representative of the pharmaceu- 
tical industry discusses the important 


role played by hospitals in the continu- 
ing development of pharmaceutical 
science. He also describes some of the 
problems that sometimes arise in hos- 
pital-drug industry relations. 


pharmacy with the public. 


PRODUCT PROMOTION CENTER 


The hospital appears also as a | 


key center for the industry as a 
place to promote its products. The 
interns and residents on the hos- 
pital staff are about to go out into 
the world as prescribers of our 
drugs. This formative period in 
the career of a physician is the 
most important time for us to 
reach him with our journal ads, 
literature mailings and direct con- 
tact through representatives. We 
have found that the intern and 
resident is usually a more faithful 
user of our samples than the prac- 
titioner in the field, and thus gets 
into the habit of using our prod- 
ucts early. To paraphrase a maga- 
zine slogan: It is easier to start a 
habit than to change one. 

Much the same thing applies to 
members of the attending staff. 
The brand of drug in regular 
usage in the hospital on whose 
staff the physician serves is very 
likely to be the brand he prescribes 
in his own practice. Naturally, we 
cannot afford to overlook this im- 
portant key to his future pre- 
scriptions. 

As another direct consequence 
of a hospital’s use of a drug, the 
patient often leaves the institution 
as a continued user of it, especially 
where long-range therapy is in- 


professional practice 


by JOHN A. BARUCH 


dicated. A typical example of such 
a case might be the ulcer patient 
who is started on a brand of an 
antacid during his hospital stay 
and often will continue to pur- 
chase this brand for the duration 
of his need. 

Finally, the hospital is an im- 
portant exhibit center for drug 
products. Since the physician is 
the drug industry’s most impor- 
tant public, here is a vital part of 
a promotional and public relations 
program; that is, the demonstra- 
tion and exhibition of our prod- 
ucts to this physician public with- 
in its own hospital atmosphere. 


DRUG EVALUATION FUNCTION 


When a hospital and its clinics 
engage in the clinical evaluation of 
a drug, particularly a new ethical 
drug, they become related to the 
promotion of that drug. Every 
drug company leans heavily on 
the work done in these clinics for 
information on the effectiveness 
of the drug and on its formulations, 
and for information for use in 
quotations and as references in 
printed promotional literature. 
Here again, when we approach our 
physician public, we try to put 
our best foot forward by present- 
ing the clinic’s or the hospital’s 
opinion of our product as proof 
of our own integrity. | 

As far as publie relations with 
the general public are concerned, 
the pharmaceutical industry views 
the hospital as the place where its 
drugs often appear at their dra- 
matic best. Here the “miracle 
drug” frequently performs its 
miracle and it is here also where 
the patient can best be impressed 
with the advances in medical care 
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made possible by the industry’s 
achievements. 

All these points demonstrate the 
importance of the hospital to the 
drug industry in its often indirect 
approach to the lay public, and in 
its less subtle but more direct ap- 
proach to the physician. 


WHAT ARE THE PROBLEMS? 


What about the negative points, 
or problems, that the industry has 
in its public relations with hos- 
pitals? 


Our primary complaint, about | 


which very little has been written 
or openly discussed is concerned 


with the billing of drugs to the — 


patient. Most companies make 
special prices available to the hos- 
pital, in many cases prices that 
are more favorable than those 
charged to the retail pharmacist. 
Yet, in some instances, hospitals 
have been known to bill the pa- 
tient for specific drugs at prices 
out of proportion with their ac- 
tual cost or normal mark-up. This 
might be one way for hospitals to 
help defray the cost of ancillary 


READY TO USE 
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ROBINSON 
CATHETER 

twe eyes, hollow 
tip. Sizes 

6 to 32. 


Ne. 107 
Be LEE INFANT 
TRACHEAL 


Each Sterilon Catheter is individually Pas 
packaged sterile and ready to. use. They are 


CATHETER smooth with perfect fitting funnels and non-toxic. 7 
Sterilon Catheters are economical enough to be 


discarded after use. However, they will withstand 


‘autoclaving and cleaning for reuse if desired. 
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NELATON 
CATHETER 


one eye, solid tip, 
Sizes 


Hole in tip, two staggered eyes 24 in: Sires 1 

No. 155 — TRANSPARENT VINYL CATHETER — For 

Nephrostomy Drain or Urethral Catheter One ye. 
whistle tp Sizes 12 to 

160 — ENDO TRACHEAL ANE 

Sires 16 to 40 
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_ services that are run at a loss, but 


the drug industry’s protest lies in 
the poor impression of the industry 
that this bill leaves with the pa- 
tient. Many a person has come out. 
of the hospital feeling that the 
drug companies, while they had 
him at their mercy, victimized him. 
Might it not be more realistic to 
show a service charge, or fee for 
administration of drugs and other 
services, on the bill rather than 
to overprice the medication? 

To repeat an earlier point, the 
role of the hospital and clinic in 
evaluating drugs in clinical trial 
cannot be understated in its im- 
portance to the drug industry. 
However, at times a distinct dis- 
service may be rendered to a 
company that has a drug in clinical 
trial when the hospital or a mem- 
ber of its staff discusses the ex- 
perimental work with outsiders or 
with the press. Such premature 
publicity has often led to a great 
deal of embarrassment, frustra- 
tion and the arousing of false hope 
among patients. It should be rec- 
ognized, of course, that the indus- 
try itself sometimes is to blame for 
these indiscretions. 

Understandably, every  hospi- 
tal has its own way of handling 
the use of drugs on its premises. 
We realize that most hospitals set 
up a pharmacy and therapeutics 


_committee whose task it is to see 


that the best and most specific 
drugs are made available at the 
most favorable price, bearing in 
mind, that the ultimate beneficiary 
must be the patient. It is not the 
purpose here to debate the pros 
and cons of formulary rules and 
decisions. On the contrary, in most 
cases this committee has made it 
possible for the right drugs to be 
stocked in the hospital pharmacy. 
Our quarrel, if there is any, would 
be only with unauthorized substi- 
tution, made without the physi- 
cian’s knowledge. Only then would 
the reputation of our products 
suffer in the minds of the original 
prescriber and with the consumer. 

We trust that in bringing up 
some of the problems in drug 
industry-hospital relations, the 
points stressed earlier in recogniz- 
ing the hospital’s role in the de- 
velopment of our industry will 
not be overlooked. As an industry 
we might as well flatly admit that 
we could not stay in business with- 
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out the hospital. As members of 
the same “health team”, it is our 


duty to support the hospital 


wherever possible, just as we feel 
justified in asking for the hospi- 
tal’s support when we need it. §& 


NOTES AND COMMENT 


Two-year anti-infection campaign described 


During the summer of 1956 the surgical staff at the Minneapolis Gen- 
eral Hospital became alarmed over the mounting number of “clean” 
surgical wounds infected with staphylococci, and a study was organized. 
A report published in Surgery deals with investigations over a period 


of 25 months.* 

The investigators had access to 
_records of infections on the sur- 
gical services for an eight-month 
period prior to the formation of 
this committee. 

The authors believe that all 
changes instituted after the study 
was organized have contributed in 
some measure toward better con- 
trol of wound infections. The fol- 
lowing remedial measures ap- 
peared to be of significance: 

1. Monthly meetings of the com- 
mittee reviewed the reports on all 
patients with wound infections, 
and the tabulation of these prob- 


*Hitchcock, C. R., Harder, H., PanuskKa, 
M., and others. Surgery, 44:492 Sept. 1958. 


lems on the surgical services per- 
mitted statistical analysis of the 
results. | 

2. In the absence of adequate fa- 
cilities for complete isolation of 
all patients infected with staphy- 
lococci, the prevention of cross 
contamination on the open wards 
was aided by stopping the inter- 
change of blankets and fomites 
among patients and by improving 
dressing techniques. 

3. The preoperative skin prepa- 
ration was changed from soap or 


hexachlorophene solution and 


aqueous Zephiran® to ether and 
alcohol and tincture of Zephiran; 


during the latter phases of this 
study Dreft® replaced the initial 
ether rinse, and the results appear 
to be satisfactory. 

4. Improvements in housekeep- 
ing procedures both in the oper- 
ating rooms and on the surgical 
wards were of value. 

During the early phases of the 
study an improvement of 620 per 
cent was made in the staphylo- 
coccic infection rate of clean 
wounds and the improvement has 
continued, the authors report. At 
the time the study was docu- 
mented, the over-all infection rate 
was less than 2 per cent. 

Bacteriological sensitivity stud- 
ies showed a pattern of antibiotic 
resistance for a high percentage 
of the staphylococci involved. The 
organisms were considered with- 
out a doubt a strain of staphylo- 
coccus genus indigenous to the 
hospital. The control of antibiotic- 
resistant staphylococci looms as 
one of the most pressing problems 
with regard to safe performance 
of surgical procedures, the re- 
searchers conclude. bad 
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a For the first time since 1911 (the 13th Annual as , 
| Meeting), the AHA will meet in New York City. | : 


A challenging program is being formalized featuring 


distinguished speakers from the hospital field ond from 


| 
4 ay industry. The largest Hospital Merchandise 


Mart—technical and educational exhibit—in the 


history of the AHA is rapidly taking shape. 
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engineering and maintenance 


A specialized university 


curriculum may answer 
the need for 


i HIRING a qualified person to 
manage the hospital’s physical 
plant, what measurement can the 
administrator use to appraise the 
applicant’s qualifications for the 
job? Should he be a registered 
professional engineer? Should he 
be a licensed stationary engineer? 
Should he be a graduate of an 
accredited school of engineering? 
If so, which branch of engineering 
is the best preparation for hospital 
engineering? 

The hospital engineer is to be 
entrusted with the maintenance of 
the electrical, mechanical and 
plumbing facilities approximating 
40 per cent of the total cost of a 
new hospital. To the engineer is 
also delegated the responsibility 
for the remaining invested costs 
represented by the building and 
the medical equipment. Techno- 
logical advancement of the hospi- 
tal plant and equipment makes it 
imperative that the hospital field 
take a new look at the capabilities 
of the engineering department. 


TRAINED SPECIALIST NEEDED 


Direction of the engineering de- 
partment of today’s hospital de- 
mands a trained specialist, not 
only for the day-to-day mechani- 
cal maintenance but also to per- 
form services which otherwise 
might have to be obtained outside 
of the hospital at extra cost. Why 


John V. O’Meara is administrator of 
Riverside Memorial Hospital, Waupaca, 
Wisc. This paper was written in partial 
fulfillment for the degree of master of 
science in hospital administration, North- 
western University. 


standards 


‘for hospital 


by JOHN V. O’MEARA 


Professional standards for hospital 
engineers would provide an impor- 
tant tool for use by administrators in 
appraising the ability of an applicant 
for this increasingly responsible posi- 
tion, the author states. Expressing a 
need for graduate engineers in today’s 
hospitals, the author outlines a sug- 
gested course of study that would lead 
to a master of science degree in hos- 
pital engineering. 


should hospitals call an outside 
specialist for changes in the air 
conditioning system, the x-ray de- 
partment, the laundry or the heat- 
ing plant? Why don’t hospitals 


have their own specialist in hos-— 


pital engineering? 

A graduate of an accredited uni- 
versity with a degree in hospital 
engineering could provide hospital 
management with the necessary 
techniques for effective and eco- 
nomical operation of the physical 
plant of the hospital and all its 
departments. The efforts of a 
growing body of such men would 
advance: the cause of hospital con- 
struction, design, and related en- 


gineering problems at an unprece-- 


dented rate. 

Hospitals today rigidly apply 
the professional requirements for 
the recognized positions of nurse, 
anesthetist, dietitian and labora- 
tory technician. Even the cook has 
a ready means of demonstrating 
his ability. 

Professional standards with 
which to judge hospital engineers 
must also be established. At pres- 
ent there is no way for a man to 


professional 


engineers 


qualify formally as a chief engi- 
neer of a hospital because the re- 
quirements have never been de- 
fined. If he has exceptional ability 
it is usually appreciated. If he does 
not have ability, this can be dis- 
covered too, but much can happen 
in the meantime. 


HOW HIGH SHOULD STANDARDS BE? 


In considering the requirements 
for a position, the question arises 
as to what level of competence 
should be demanded. Should the 
standards be high with the hope 
of eventually gaining acceptance? 
Or should they start low and then 
be raised as standards for the po- 
sition are more generally ac- 
cepted? For the hospital engineer, 
it might be well to look at what 
we have and what we need, but 
more important are the require- 
ments for the hospital engineer 
of the future. 

Many hospital authorities envi- 
sion the hospital of the future as 
a center for all of the agencies 
relating to the community’s health. 
Within this concept, it is quite 
reasonable to expect our future 
hospital to furnish leadership in 
matters affecting the community 
at large, such as air pollution, ra- 
diological health and sanitation. 

One generally accepted means 
of defining standards for engineers 
is state registration. Most states 
have laws providing for such reg- 
istration. Registered. professional 
engineers must be graduates of 
approved engineering. schools or 


HOSPITALS, J.A.H.A. 


i 
t 
4 
= 


or laboratory and surg; 


begins with CoLEo, ‘a 


ves qui 
blood. 
Y desirab 
her 0 le for 


soap U-S-P- 


Pharmacopeia Te = 
quality. Conforms Contains spec! 


n diluted as di formation of pre- 
rements whe ing = eo water (up to 


juted with 2 par’ 
lathering qualities. 


So mild and gentle you can use it on 


Cas 


Colgate Beauty White meets rigid hospital require- 
ments because it is made especially for hospital use. 
Hard milled for: utmost economy, this mildly fragrant 
bath soap gives) abundant lather in all types of water. 
Next time, specify Beauty White. Your patients will 
appreciate it—and you'll save money! 


FREE! Latest Edition Handy Soap and Synthetic 
Detergent Buying Guide. Tells you the right product 
for every purpose. Ask your C.P. representative for 
a copy, or write to our Associated Products Dept. 


COLGATE-PALMOLIVE COMPANY 


300 Park Avenue, New York 22, N.Y. 
Atianta 5, Ga. « Chicago 11, Ill. « Kansas City 11, Mo. « Oakland 12, Calif. 


A SYMBOL OF QUALITY 
FOR YEAR 


APRIL 1, 1959, VOL. 33 ; 59 


laboratory egy; instruments a 
= 
RCTIC 
TE A Fibre and 100-ib. 
ical (6 Der case) Write Cans 
= 
Rinses quickly. , 
your face: I 
Use 
available in 30 
and 55-gal. Drums 
5-gal. Pails. 
and in Aces 
write for price 
Two _ 
unwrapped. Also one size 
avaliable wrapped 
Write for prices. 
| 
ig 
[ 
Ley 


have an equivalent engineering 
background. 

Many persons concerned with 
licensing now favor registration 
of both the principles and all en- 
gineering employees of concerns 
engaged in work of an engineering 


nature where health, life, safety, 


and social well-being of the gen- 
eral public are involved. Courts 
agree that the design of power 
and heating plants, water systems, 
buildings, sewage disposal plants, 
etc., justifies registration require- 
ments for those responsible 
cnarge. 


REGISTRATION REQUIREMENTS VARY 


Registration requirements for 
professional engineers vary from 
state to state, and are difficult to 
summarize. Most states require 
that all candidates except men of 
long established practice pass a 
written examination. 

Professional engineers are quali- 
fied to assume one or more of the 
following responsibilities: 

(1) design, supervision, and con- 
struction of power plants, heating, 
ventilation and air conditioning 
systems, refrigerations, internal 
combustion engines and power- 
plant equipment; 

(2) development of plants and 
processes; 

(3) appraisals, 
research, economic studies, 
analyses and reports; 

(4) operation of major power- 
plant and mechanical and electri- 
cal installations, manufacturing 
plants and application of instru- 
ments and controls to manufac- 
turing processes; 

(5) editing and writing on en- 
gineering subjects; and 

(6) full-time teaching in ac- 
credited engineering schools. 

Before professional licensure is 
granted, these men must furnish 
evidence of independent control 
and direction, by use of individual 
initiative, skill and judgment, of 
complete projects in an engineer- 
ing field. 

This is an impressive list of re- 
quirements and it covers many of 
the major phases of a_ hospital 
engineer’s responsibilities. What 
more could a hospital ask of a 
chief engineer? In the opinion of 
the author, most engineers com- 
ing to a hospital from industry 
would be deficient in two cate- 


investigations, 
cost 
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gories: (1) knowledge concerning 
hospital routine and medical 
science and (2) knowledge of 
medical hospital equipment. 

The Veterans Administration re- 
quires a graduate engineer for de- 
partment head and assistant de- 
partment head positions in all VA 
hospitals regardless of size. This 
requirement is in line with civil 
service regulations. 


NEEDS OF SMALL HOSPITALS 


It would seem to this writer that 
the size of the hospital has little 
effect on the scope of responsibili- 
ties of the hospital engineer. With 
the marked trend of ancillary fa- 
cilities in the smaller hospital, the 
variety of engineering duties in 
the 25-bed hospital is sometimes 
nearly as wide as that in the 500- 
bed hospital. Actually, the need for 
a skilled engineer is often greater 
in the small hospital because such 
hospitals frequently are located in 
small communities that lack the 
sources of special help for the en- 
gineer to call upon. 

One authority has expressed the 
opinion that hospitals of approxi- 
mately 300 beds or more can af- 
ford a qualified graduate engineer 
and should have one. He feels that 
a group of 10 or 12 small hospitals 
could profit from the services of a 
graduate engineer acting on a con- 
sulting basis, since most small hos- 
pitals cannot afford full-time serv- 
ices. 
To make it easier for hospital 
administrators to hire a competent 
hospital engineer, a certification or 
registration board might be estab- 
lished to pass on credentials of 
applications. The board would be 
composed of individuals from the 
medical and engineering profes- 
sions. The applicant who met the 
board’s requirements would be 
certified as qualified for the re- 
sponsibilities of a hospital engi- 
neer. 

Formal certification by a na- 
tional board would give the quali- 
fied hospital engineer a sense of 
job security that he does not en- 
joy today. It would also serve as 
a standard and an incentive for 
the individual in the field to qual- 
ify himself for the position of hos- 
pital engineer. 

In setting up the standards for 
registration, a provision should be 
made so that experienced men who 


have contributed outstandingly to 
the field of hospital engineering 
can qualify. 

In sanitary engineering, for ex- 
ample, the American Sanitary En- 
gineers Inter-society Board awards 
a certificate of competence in san- 
itary engineering. This board is 
national in scope and is sponsored 
by the American Society of Civil 
Engineers, American Society of 
Engineering Education and. other 


groups. Certification is granted to 


the graduate of a college accept- 
able to the board who has a li- 
cense to practice and who has 
eight years of experience in sani- 
tary engineering following gradu- 
ation from college. 

This registration or certification 
board for hospital engineers should 
be independent of all professional 
societies, which are concerned with 
the progress of the field of hospital 
engineering but which have no 
official voice in the certification of 
individuals. 


UNDERGRADUATE REQUIREMENTS 


Admission to a graduate school 
of hospital engineering would re- 
quire a bachelor of scienée degree 
in one of the traditional four-year 
accredited courses of engineering. 
A graduate of an approved school 
would have a basic foundation in 
the fundamentals of engineering 
and related subjects. Education of 
the applicant will also have in- 
cluded mathematics, physics, and 
chemistry, as well as work in the 
humanities and accounting. He 
should also have had enough un- 
dergraduate work in industrial and 
personnel management to have de- 
veloped an appreciation of these 
very important aspects of hospital 
engineering. In most engineering 
schools, these subjects are required 
or recommended as elective. In 
general, all of the usual require- 
ments for admission to graduate 
study in engineering should be 
met. 

The student who enters a hos- 
pital graduate engineering pro- 
gram with a sound undergraduate 
background in general engineering 
can devote all of his time to 
courses that will directly benefit 
him in his capacity as a hospital 
engineer. In addition to his aca- 
demic training, the student will 
serve a 36-week residency of 
practical on-the-job training in a 
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hospital engineering department. 


CURRICULUM CONTENT 


The following course outline is 
offered as an academic curriculum 
leading to a master of science de- 
gree in hospital engineering. The 
candidate for this degree would be 
required to complete 28 semester 
hours of graduate work to qualify 
for graduation. All courses listed 
are for two hours’ credit unless it 
is otherwise noted. 


First Semester 


Nuclear Engineering Principles. 
Atomic theory, nucleonics, radio- 
activity, chain reactions, isotope 
production, waste disposal, radio- 
chemistry, radiation damage. 

Epidemiology. A general course, 
with lectures and demonstration 
on such subjects as the epidemi- 
ology of the important diseases, 
the laws of epidemics, principles 
of prevention, modes of infection, 
- seasonal prevalence, disinfection 
and quarantine, and the manage- 
ment of an epidemic campaign. 

Water Supply and Sewerage. 
The study of water consumption, 
hydrology, sources of supply, the 
yield of drainage areas, ground 
water development and control, 
storage and distribution of water, 
and how they are related to com- 
munity welfare. The study of sew- 

age flow and storm water drain- 

~ age as they affect public health. 
Heating and Air Conditioning. 
Fundamental calculations of 
building heating and cooling loads; 
ventilation requirements; humidi- 
fying and dehumidifying; comfort 
zones and human reactions; steam, 
hot water, warm air, and combi- 
nation heating systems; control 
arrangements, air purification and 
treatment; elements of refrigera- 
tion; design of typical systems. 

Architecture, Methods, and Ma- 
terials of. Construction. Analysis 
of architectural design as affected 
by structural and mechanical con- 
siderations: systems of building 
construction and materials used; 
hospital construction cost estima- 
tion; writing of architectural spec- 
ifications and specification docu- 
ments; advanced problems in 
modern buildings and _ building 
groups with complex design re- 
quirements; landscaping. 

Fire and Safety. Fire protection, 
analysis of building construction, 
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public and private fire protection 


- equipment and methods. Hospital 


accident prevention; classification 
and analysis of accidents; safety 
organization problems. 

Audio Engineering. Sound and 
hearing; audio amplification and 
equalization; analysis of acoustic 
systems through analogs; micro- 
phones and speakers; disk, film and 
magnetic recording; architectural 
acoustics; ultrasonics. 


Second Semester 


Servomechanisms and Automatic 
Control Theory. Fundamental 
knowledge required in the analy- 
sis of servomechanisms and auto- 
matic control devices. 

Legal and Administrative As- 
pects of Engineering. A survey of 
labor laws, collective bargdining, 
and union policies with particular 
reference to their long-range effect 
upon hospital management. The 
relationship between engineering 
and social, political and economic 
problems; the law of contracts; 
preparation of contract documents 
and specifications; insurance dur- 
ing construction; inspection and 


guarantee as related to final ac- 
ceptance; the engineer’s role in 
management and administration. 

Heat Power Fundamentals (3 
hours). Application of the princi- 
ples of thermodynamics to the 
cycles of steam power plants, air 
compressors, internal combustion 
engines and vapor compression re- 
frigeration; fuels and combustion; 
descriptive material on _ boilers, 
turbines, condensers, steam and 
internal combustion engines and 
accessory equipment. 

Hospital Layout and Materials 
Handling. Study of hospital plan- 
ning and operation, covering main- 
tenance, safety, materials han- 
dling, flow analysis, hospital 
services and hospital] layout. 

Engineering Economy and Val- 
uation. Application of economics 
to engineering in planning, de- 
veloping and managing hospital 
problems and projects. Concepts 
of value, original cost, reproduc- 
tion costs, property records, meth- 
ods of estimating depreciation for 
valuation and accounting; intangi- 
ble values, cost values, earning 
value, rate base, rates, problems 
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in financing, insurance and sales. 
Supervisory Training. Study of 
methods of instruction applicable 
to adult groups, with special ref- 
erence to workers and supervisors 
in hospitals. Content will include 
a review of educational objectives 
and principles of learning; demon- 
stration and discussion of on-the- 
job training, group teaching, con- 
ferences, panels, symposiums, role- 
playing and other methods. 
Seminar. Topics of interest pre- 
sented informally by advanced 
students, members of the faculty 
and guests. Survey trips to other 


hospitals. Independent reading and 
study in the fields of hospital en- 
gineering and related areas. 
Fundamentals of Medical Science 
(1 hour). A study of the various 
types of disease and injury and of 


methods of diagnosis and treat- 


ment, with particular emphasis on 
the aspects of medical science and 
of public health principles that 
should be understood by the en- 
gineer of a general or special hos- 
pital. 

This breadth of training for high 
professional competence is based 
upon the belief that the progress 


and innovations of the future will 
derive from those who best under- 
stand the underlying principles of 
hospital engineering practice. . 
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NOTES AND COMMENT 


Inspection: Best fire deterrent 


Inspection for fire hazards—an 
often neglected, time consuming 
task, can and should be a thorough 
and regularly scheduled procedure 
in every institution. 

No administrator can afford to 
neglect this important task. Lives 
of employees and guests, property, 
and continued operation get added 


protection wherever good inspec- 
tion for fire hazards is system- 
atically practiced. 

The following fire hazard check 
list, taken from materials prepared 
by the American Hotel Association, 
provides an excellent basis for in- 
spection of any institution. 

For the most thorough in- 


spection, it is suggested that a line 
be drawn through any item that 
does not pertain to the operation 
of the institution being inspected. 
The check list should then be 
routed to personnel whose re- 
sponsibilities include inspection of 
the fire danger points covered. 

As each checkpoint is carefully 
inspected, its listing should be 
followed by the initials of the in- 
spector and by the date of the in- 
spection. 


CHECK LIST FOR UNCOVERING FIRE HAZARDS 


MONTHLY CHECK POINTS 


CHECK DATE 
AND INITIALS | LOG PAGE 
OF CHECKER 


NUMBER 


1. Are exits unobstructed? 


14. Check fire doors and shutters 
for defects. 


2. Do all exit lights work? 


ing? 


15. Are any fire extinguishers miss- 


3. Are stairways on fire escapes 
unobstructed? 


16. Are stair doors kept closed? 


4. Clean all air conditioning 
filters 


kitchens. 


17. Remove waste behind stoves, 
ranges, refrigerators in 


. Check condition of filters and 
kitchen hoods. 


18. Are there generally clean 
« housekeeping conditions? 


6. Test fire alarm system. 


7. Check floor lamp cords for 
wear and too much length. 


19. Are there ‘‘No Smoking” 
in restricted areas? 


signs 


. Are all sprinkler contro! valves 
open? 


20. Is flammable paint, lacquer, 
etc., properly stored away 
from heat and flame? 


21 


x Check operation of fire pump. 


10. Check fire supply lines and 
tanks. 


. Check fire hazards in the 
maintenance department. 


22.. Check fire hazards in the up 
holstery repair areas. 


11. Check to see that watchmen 
have time charts and that they 
are properly maintained. 


23. Check fire hazards in cellars. 


areas. 


12. See that all house fire alarm 
boxes and hose outlets are un- 
obstructed. 


13. Clear rubbish at stairwell dnd 
elevator shaft bottoms. 


24. Check fire hazards in public 


25. Is there a plentiful supply of 
furnace ash receivers? 


26. Are electric outlets 
overloaded? 


(Continued on next page) 
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27. 


is there rubbish or waste in 
anterooms? 


39. 


Are more ash trays needed? 


28. Are flame-resistant decorations 
used? 


ANNUAL CHECKPOINTS 


40. 


Paint outside fire escapes. 


29. Is there a well functioning 


emergency lighting system? 


tinguishers. 


41. Examine and recharge fire ex- 


SEMIANNUAL CHECKPOINTS 


42. 


Clear brush around building. 


30. Are regular fire drills held? 


43. 


31. Check fuse boxes for improper 
fuses. 


Test sprinkler system flow pres- 
sure and valves. 


44. 


Overhaul heating plant. 


32. Are vital records safely pro- 


tected? 


45. 


Have electric circuits surveyed 
for overloading. 


33. Clean all electric motors. 


46. 


Examine space heaters for fire 
dangers. 


34. 


rubbish. 


Thoroughly clean attics, cel- 
lars, store rooms and remove 


47. 


35. 


Test kitchen range fire extin- 
guishing devices. 


licenses, etc. 


Renew fire department permits, 


48. 


Check all fire hazards before 
closing any building or area 
for seasonal shutdowns, etc. 


36. Do all window screens open 
easily? 
37. Clean all vent ducts. 


49. 


38. Is exit information posted in 
rooms, dining areas, public 


areas, etc.? 


is to be vacant. 


Notify police if any building 


—Institutions Magazine ® 


Easy method outlined for testing heating pads 


Safe practice recommendations for hospitals generally forbid the use 
of electric heating pads in bassinets and in the presence of oxygen or 
anesthetic gases. However, their use is permitted in other areas of the 
hospital if they are periodically inspected by a qualified electrician. 

A method for inspecting and testing heating pads, written by a repu- 


table manufacturer of electrical 
appliances, appeared in the Janu- 
ary 1959 issue of Hospital Notes, a 
publication of the Georgia Depart- 
ment of Public Health: 

“From a practical standpoint, if 
you wish to test a typical heating 
pad, it is well to remember that 
Underwriters’ Laboratories, who 
are sponsored by the National 


Board of Fire Underwriters in the. 


United States, require that in order 
to obtain Underwriters’ listing on 
pads, a heat test must be run on 
a representative model to establish 
that the exterior surface of the 
pad does not attain a temperature 
in excess of 212°F. at any point; 
and 20 minutes after the first open- 
ing of the thermostat, the exterior 
temperature of the pad shall not 
exceed 194°F. | 
“This test is specified to be con- 
ducted by placing the pad flat be- 
tween two felt mats, each one inch 
in thickness and having an area 
sufficient to cover the pad com- 
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pletely with a margin of not less 
than two inches all the way 


around. The above specifications 


may be found as paragraph 55 in 
the Underwriters’ Standards for 
Electric Heating Pads.” 

If it is desirable to conduct more 
thorough tests on these pads, a 
copy of the standards mentioned 
above may be obtained for further 
study from Underwriters’ Labora- 
tories, 207 East Ohio Street, Chi- 
cago, 


Right grass vital for 
healthy lawn 


The choice of a proper grass is 
the starting point for a successful 
lawn. The actual selection of a 
hardy turfgrass depends on geo- 
graphic location, temperature, 
moisture, soil properties, degree of 
shade, and individual preference. 
Temperature is the most impor- 
tant. 


Basically, grasses may be di- 
vided into two groups: cool-season 
and warm-season grasses. 

Cool-season grasses grow best 
during the cooler parts of the year: 
spring and fall in the northern re- 
gions, and late fall, winter and 
early spring in the South. Although 
they stay green, these grasses are 
semidormant and grow slowly in 
summer. 

Kentucky blue grass is one of 
the most widely used of the cool- 
season grasses. Red fescue and 
chewings fescue are the next most 
popular in the cool humid regions. 
Colonial bentgrass has proved suc- 
cessful in New England, Washing- 
ton and Oregon when used alone. 
It is also used in mixtures. 

Warm-season grasses make their 
maximum growth during late 
spring, summer and early fall. Most 
of these grasses do not survive 
over winter in northern areas. 

Bermuda grass is the most pop- 
ular choice for open sunny areas 
in the South. Under limited shade 
in the South, zoysias will provide 
a sturdy although slow-growing 
turf; for heavy shade, St. Augus- 
tine grass is the number one choice. 
Other warm season grasses are 
centipedegrass and carpetgrass. ® 
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book neviews 


Press relations guide 


How TO MAKE FRIENDS WITH THE 
Press; A GUIDE FOR BLUE CROSS 
PLANS. Blue Cross Commission. 
Chicago, The Commission, 1958. 
24 pp. $2. 


Although written for the guid- 
ance of Blue Cross plans, this 


booklet on press relations could be 
a valuable manual for the nation’s 
hospitals. 

Perhaps no institutions need 
public relations guidance more 


than the nonprofit community hos- 


TO AID YOUR OBSERVANCE 
OF NATIONAL HOSPITAL WEEK... 


For use in bulletins, program covers, invitations, 
etc.. letter-press engraving plates of the adapta- 
tion of the National Hospital Week poster shown 
ubove are available at $2 each. Specify whether 
you wish the one-column (1% inch) or two- 
column (3% inch) size when ordering. Mats 
suitable for newspaper use are also available, in 
both sizes, at 75 cents each. 


DON’T FORGET the other aids offered in the 


National Hospital Week kit: 


NATIONAL HOSPITAL WEEK POSTER 
‘MORE ROADS TO RECOVERY’ CHARTS 
AHA PUBLICATIONS AND FILMS 
Send orders and requests for information to: 


AMERICAN HOSPITAL ASSOCIATION 
$40 North Lake Shore Drive - Chicago 11, Illinois 


Hill-Burton review 
Nursing personnel program 
Medical library handbook 


pitals. In 24 concise pages, this 
guide covers the major points in 
good public communication. 

Some of these points are made 
almost too casually, and a few 
minor discrepancies appear. 

There is implied advice that a 
news release should be written as 
if it will appear in print un- 
changed. A more realistic approach 
might be just to supply the’ facts 
and leave it to the newsmen to 
arrange them. Advice on which 
days of the week are best for re- 
leasing feature stories is a little 
too pat. Every newspaper has its 
“fat” and its “lean” days, but they 
don’t necessarily coincide with 
those of every other newspaper. 
The case in point must be studied. 

If a hospital cannot afford a pro- 
fessional publicist, this guide may 
be the next best investment.— 
NATE HASELTINE, staff medical 
writer, The Washington Post and 
Times Herald, Washington, D.C. 


Hill-Burton review 


THE NATION’s HEALTH FACcILITizs: TEN 
YEARS OF THE HILL-BuURTON HOs- 
PITAL AND MEDICAL FACILITIES 
PROGRAM, 1946-1956. Leslie M. 
Abbe and Anna Mae Baney. (US. 
Public Health Service Publication 
No. 616) Washington, D.C., Gov- 
ernment Printing Office, 1958. 181 


pp. $1.25. 


This volume is a well docu- 
mented, readable analysis of prog- 
ress made in hospital planning and 
construction in the United States 
since 1946. Policies and accom- 
plishments of the Hill-Burton pro- 
gram are analyzed by descriptions, 
maps, charts, graphs and tabula-_ 


tions. All categories in the Hill- 


Burton program are reviewed, in- 
cluding those added by the 1954 
amendments. 

Approximately one-fourth of 
the nonfederal hospitals built since 
1946 have received Hill-Burton 
funds. The number of beds in the 
United States in 1946 increased 
one-fourth by 1956. This is offset, 
however, by a national population 
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increase of one-sixth, and by a 
reduction in effective use of ob- 


solete hospitals. 

Major accomplishments of the 
Hill-Burton Program are described 
as: development of sound prin- 
ciples of community and construc- 
tion planning; development of a 
sound basis of federal-state-local 
relationship in planning and fi- 
nancing; development of hospital 


licensing laws; and stimulation of — 


community interest, responsibility 
and support for hospitals. 

The report suggests that objec- 
tives of the Hill-Burton program 
have been achieved incompletely. 
Adequate facilities to provide a 
high level of care are not avail- 
able. Need continues for coordi- 
nated planning for expansion of 
hospital facilities and services. An 
important element in this plan- 
ning is development of programs 
to meet the complex needs of 
metropolitan areas.—GORDON R. 
CUMMING, chief, Bureau of Hos- 
pitals, California State Department 
of Public Health. 


Nursing personnel program 


PERSONNEL PROGRAM GUIDE FOR NURS- 
ING EDUCATION AND NURSING SERV- 
ICE AGENCIES. Ruth V. Johnston. 
Philadelphia, W. B. Saunders Co., 
1958. 137 pp. $2.75. 


This book represents a laborious 
sifting of the literature on the 
subject of personnel programs for 
employed nurses and student 
nurses. It is very basic in content, 
which is in accord with the stated 
intentions of the author. 

The scope of the book encom- 
passes nursing goals, recruitment 
and selection, orientation, motiva- 
tion, health programs, assignments, 
communications, evaluations, rec- 
ords, and problem-solving. In gen- 
eral, the presentation is factual 
and therefore noncontroversial. 
The author’s stated intent is to 
interest the reader to further ex- 
plore the subjects covered. 

Although the author does an ex- 
cellent job in separating the em- 
ployed nurse from the _ student 


nurse in the discussions, it might 


~ be more beneficial to the reader 
if the book had covered one or 
the other—preferably the student 
nurse, since the literature is lack- 
ing in good material on this sub- 
ject. 

I recommend this book to mem- 
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bers of the faculty of schools of 
nursing. It would serve as a good 
check on a school of nursing pro- 
gram, exclusive of the didactic as- 
pects. I would also recommend it 
to employers of nurses who are 
not familiar with nursing: indus- 
try, schools, political bodies, etc. 
For these employers, it is an ex- 
cellent basic document on nurs- 
ing.—LEON C. PULLEN JR., ad- 
ministrator, Decatur and Macon 
County Hospital, Decatur, Ill. 


Medical library handbook 


APPLIED MEDICAL LIBRARY PRACTICE. 
Thomas E. Keys, Springfield, II1., 
C. C. Thomas, 1958. 495 pp. $10.75. 
This new publication is well 

worth the long wait for it. It was 

written as a guide for the phy- 

Sicilian doing research in a medical 


library, but it offers a vast fund 


of information for the medical li- 
brarian. It teaches the reader how 
to find what is available in a li- 
brary, how to locate and how to 
use it. 

One chapter is devoted to library 
administration. A section on ac- 
quisition tells how to select books 


and journals, as well as where to 
order them. Excellent evaluations 
of medical indexes and abstract 
journals are given, and one chap- 
ter presents a guide to preparing 
bibliographies. A comprehensive 
chapter on the patients’ library, a 
subject too often neglected, in- 
cludes discussions of organization, 
book selection and bibliography. 
Another chapter lists 78 medical 
libraries in the United States, with 
data as to their size, purpose and 
loan policies—a gold mine of in- 
formation for interlibrary loans. 
Such subjects as publishers and 
dealers are covered in the ap- 
pendix. 

This book contains very little 
duplication of the material in the 
Medical Library Association’s 
Handbook of Medical Library 
Practice, since it is directed pri- 
marily to the reader rather than 
to the administrator, but its con- 
tents will be equally useful to both. 

It is recommended for any hos- 
pital medical library, where it will 
undoubtedly find frequent use.— 
OTILIA GoopE, American Medical 
Association Library, Chicago. 
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why are more and more 
hospital washrooms going 


4 
» 


“UNDER TURN-TOWL CONTROL"? 


Because they are finding 
out that towel consump- 
tion goes up as towel 
quality goes down! | 

No matter how good 
the quality, towels will 
be wasted unless the 
dispensing of them is 
controlled. 

MOSINEE TURN- 
TOWLS have proved in 
hospitals all over the 
country that they will 
reduce consumption 
40% to 50%. Since the 
quality is excellent, it 
means a fine washroom 
service can be had at 
a low service cost. 


Write for the name of nearest distributor 


1120 Wee Merson Street 
GREEN BAY «+ WISCONSIN 


Subsidiary of Mevinee Paper Mille Co 
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ATTRACTIVE TRAY 
APPOINTMENTS 
MAKE GOOD FOOD 

SEEM BETTER 


00D “MERCHANDISING” —protect- 
ing and enhancing the appear- 
ance of food so that its visual ap- 


peal will complement its taste . 


appeal—begins with high-grade 
foods that have been carefully 
selected and stored until ready for 
use. 

It continues as these foods are 
prepared under sanitary conditions 
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DESSERT TIME brings ovt an interesting variety of serving dishes of both glass and chinaware. 


DIETITIAN at Blodgett Memorial Hospital, Ann Arbor, Mich., visits pa- 
tients at mealtime te gather first-hand reactions to food service. 


according to standardized recipes. 

The third phase of food mer- 
chandising consists of serving the 
food in an attractive and interest- 
ing manner so that the person to 
whom it is served feels compelled 
to taste it. 

This discussion of the merchan- 
dising of hospital food is concerned 
primarily with this last step, and 


q 
- 
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CHILDREN’S FOODS are decorated with 
amusing gadgets whenever appropriate. For 
the most part, youngsters use plastic dishes. 


specifically, how this step is carried 
out in a 320-bed Michigan hospital. 

William de Haan, director of 
food service at Blodgett Memorial 
Hospital, Grand Rapids, merchan- 
dises the hospital’s food through 
a series of inexpensive tray ap- 
pointments. 

“We start merchandising our 
food for patients by covering each 
tray with a bright green paper 
tray cover that bears the hospital’s 
seal and name in the lower right- 
hand corner,” said Mr. de Haan. 


DECORATED CHINA USED 


“We use white china dishes with 
narrow borders, for we feel that 
this type of plate most effectively 
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Note exclusive new screw caps—ready now on several Heinz favorites ! 


Heinz Baby Foods for soft or bland diets 
so simple to serve . .. over 100 varieties! 


§ pod 100 tempting kinds of Heinz Baby Foods add @ As a special service to your patients, we'll send you 
variety to special-diet menus. Economical and free take-home copies of Heinz ‘Recipe Treasures” 
easy to serve, too. You reduce costs because there’s for soft and bland-type diets. Lots of exciting menu 
no special cooking or processing. Just heat and ideas for special-diet soups, beverages, main dishes, 
serve. Each jar holds one portion. There’s no waste. vegetables, salads, dressings, sauces and desserts. 


@ Laboratory tests prove Heinz Baby Foods contain @ These welcome menu ideas are all so good... 
less crude fiber than other strained foods. Thus, so easy to make with Heinz Baby Foods. . . and 
they’re better suited for special diets. So order will assure diet: uniformity at home for discharged 
Heinz Baby Foods next time your salesman calls. patients. Mail coupon today! 


Over 100 Better-Tasting \| Heinz Co., P. O. Box 57, Pittsburgh 30, Pa. 
Strained and Junior , 


HEINZ 
Baby Foods &7 


. .. including meats, cereals and juices | City 


Please send free =copies of “Recipe 
Treasures” (for soft and bland-type diets). 
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SALAD ENTREES at Blodgett Memorial Hospital demonstrate sticks, boiled egg, and other accompaniments. Right: Fruit 


the role attractive arrangement plays in food marchandising. 
Left: Seafood platter features shrimp, tomato slices, celery 


frames our food. We use bordered 
china for all patients except those 
in the pediatrics department. There 
we try to give the children some- 
thing that will capture their in- 
terest. We first used a china child- 
_sized plate with a clock motif. But 


after considerable breakage, we 


started to investigate the use of a 
plastic child’s plate with a circus 
design. With a Donald Duck plastic 
cereal bowl, paper cup and a tray 
cover that picks up the circus 
theme, we hope to attract the 
child’s attention and thereby en- 
courage him to eat better.” 

Mr. de Haan reported that chil- 
dren in the hospital have re- 
sponded well to these special tray 
appointments. 

Whole cuts of meat and breasts 
of chicken are served in the tra- 
ditional way at Blodgett Memorial 
Hospital, but when casserole or 
extender items are on the menu, 
distinctive serving dishes are used. 
Individual round casseroles are 
used for pot pies and oval casse- 
roles provide a frame for spaghetti 
with tiny meat balls and Sauce 
Italienne. A small plastic condi- 
ment dish is used for the parmesan 
cheese that is served with the 
spaghetti. 

“Spaghetti, if it is served in the 
standard way, presents an unin- 
teresting main course and does 
little to sell one of our house 
favorites,” Mr. de Haan said. 
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At least once a week, fish entrees 
are served at Blodgett Memorial. 
“Since many of these seafood spe- 
cialties require a sauce base,” Mr. 
de Haan explained, “we invested 
in some inexpensive green china 
shell dishes for seafood casseroles. 
We feel that the color and shape of 
the serving dish help sell the entree 
as well as provide an effective 
background for many au gratin en- 
trees. Here again, we think our tray 
looks as if we gave some thought 
to it (and we did) rather than 


plate includes peach and pear halves, orange slices, melon 
balls, cottage cheese and two kinds of grapes. 


merely spoon an extender item 
onto a white dinner plate.” 

The hospital also stocks small 
round casseroles that are used for 
serving shirred eggs. 

Mr. de Haan feels that salads, 
too, need different settings if they 
are to appeal to the patient. The 
hospital uses two salad bowl de- 
signs: one in clear glass, and 
another of black plastic, irregu- 
larly shaped to add interest and 
color contrast. For salad entrees— 
a favorite with Blodgett patients— 


RAPI \ 


SPAGHETTI is enhanced by serving it in a casserole with an accompanying condiment dish. 
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ORIGINAL 


= Proved in a decade of hospital use. 
# Extra-strength paper ...% inch diameter. 


# For hot liquids, coated with high temperature 
resistant micro-crystalline wax. 


# Hospital surveys prove FLEX-STRAWS 
cost less. 


# Added protection plus economy! 


FLEX-STRAW, 


2040 BROADWAY, SANTA MONICA, CALIF. & | 


CANADIAN DISTRIBUTOR: | CONTACT YOUR 
ngram , Ltd. N | 
Cal. FLEX-STRAW 
: DISTRIBUTOR 
FLEX-STRAW CO., int! FOR CURRENT QUOTATION 
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the hospital uses the large dinner 
plate and takes great pains to pre- 
sent colorful and interesting fruit, 
seafood and meat salad plates. 

Clear glass serving dishes are 
used for other foods besides salads 
at Blodgett. 

“We feel the crystal effect im- 
parts a certain elegance to our food 


service—perhaps a touch of home, 


too,”” said Mr. de Haan. ‘‘We stock 
glass fluted serving dishes for ap- 
petizers, such as shrimp cocktail, 
and we use clear glass sherbets for 
ice cream and fruit cups.” Tall 
parfait glasses are used for ice 
cream with sauce or flavored pud- 
dings. The deep glass salad bowls 
are also used for baked desserts, 


such as deep-dish apple pie or 
baked apples. 


SUVER FOR VEGETABLES 


Mr. de Haan said he has found 
a covered silver dish most satis- 
factory for vegetables, which he 
feels will always require special 
merchandising attention, particu- 
larly with the reluctant vegetable 
eater. 

“Like all hospitals, we have 
fought the cold coffee problem,” 
Mr. de Haan said. “We feel we 
have won the battle with stainless 
steel insulated containers.” 

The appearance of desserts 
served at Blodgett is given a small 


_ boost by adding paper doilies to 


Summer Cycle Menu 
for the Midwest 


21-pAY selective summer 
cycle menu and market orders 
‘for perishables are designed for 
hospitals in the Midwest. These 
menus, which are to be used dur- 
ing June, July and August, feature 
foods popular in the Midwest. 

The menus in this issue are the 
first in a four-part series of sum- 
mer cycle menus published in this 
Journal. Summer cycle menus for 
the South-Southwest will be in- 
cluded in the April 16 issue of 
HOSPITALS, JOURNAL OF THE AMER- 
ICAN HOSPITAL ASSOCIATION. The 
summer menus for hospitals in the 
East and North-Northwest will be 
published in the May 1 and 16 
issues, respectively. 

In planning the menus, careful 
consideration has been given to 
keeping the menu and food pro- 
duction operation simple for the 
smaller hospital. Moreover, a mod- 
erate to low cost food budget was 
used. 

This cycle menu features a 
choice of entree, vegetable, salad 
and dessert on the noon ani night 
menus. Two cereals and two fruits 
are offered on the breakfast menu. 

Since one of the choices offered 
is designed for use on modified 
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diets, these menus can be used for 
both normal and modified diets. 
The letter (F) following certain 
items on the menu indicates that 
this item is to be served on the 
full or normal diets, while those 
labeled (S) are for the soft and 
other modified diets. Where the 
letters (FS) appear, the menu 
item can be served on both the 
full and soft diets. 

- In adapting items marked (S) 
for use on modified diets, it should 


During April and May hospitals may 
use the spring cycle menus, pub- 
lished in the January and February 
issues of this Journal. The Midwest 
and South-Southwest cycle menus were 
included in the January 1 and 16 is- 
sues, respectively. The February | and 
16 issues featured cycle menus for the 
East and North-Northwest, respectively. 


be noted that certain items will 
need sodium or fat restriction dur- 
ing preparation, if they are to be 
served to patients on sodium or fat 
restrictive diets. When fruits are 
included on the dessert menu, the 
dietitian will omit sugar or substi- 
tute the water-packed variety for 
the diabetics. 


the dessert plates. This is particu- 
larly true for sugar cookies, cream 
puffs, and fruit cups. 

As evidence of the effectiveness 
of his food merchandising program, 
Mr. de Haan reports that dietitians 
who visit patients at meal time 
consistantly bring back favorable 
comments from patients about the 
food. | 
‘“‘We never forget, however, that 
although we have many attractive 
tray appointments to enhance the 
appearance of our food, these ac- 


eessories are to no avail unless 


good food is purchased and pre- 
pared under exacting supervision 
day in and day out,’”’ Mr. de Haan 
concluded. 


The market order for perish- 
ables, which accompanies each 
week’s menu, lists the meats, sea- 
food, poultry, and fresh and frozen 
fruits and vegetables that a 50-bed 
hospital will need to produce the 
menu. The amounts are computed 
on the basis of serving 100 patient 
and personnel meals at breakfast, 
125 at noon and 100 at night. By 
using a multiple of 50, larger hos- 
pitals can easily arrive at their 
market orders. 

The market order includes all 
portion-ready meats, oven-ready 
roasts, portion-ready seafood, evis- 
cerated poultry and other pre-pre- 
pared items. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list.of supplies that a 
50-bed hospital should have in the 
storeroom at the beginning of 
each 21-day cycle. The items in- 
cluded are cereals and farinaceous 
products, canned fish, canned fruits 
and fruit juices, dried fruits and 
vegetables, jellies, cake and pud- 
ding mixes, pickles, canned soup 
and canned vegetables. | 

The standard is available upon 
request from the Association, 840 
N. Lake Shore Dr., Chicago 11, III. 
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FOOD FLAIR 


WITH KRAFT'S 
NEW 


INSTANT POTATOES 


Recently I saw how chefs, by using time- 
and labor-saving Kraft Instant Potatoes, are 
serving mashed potatoes with a showman’s 
flair. Here are two examples: 

Fluted Potato Artistry—One operator rings 
a planked burger with potatoes fluted from 
a piping tube. Not only does it look impres- 
sive, it commands a more generous mark-up! 
Small Potato Pancakes— Using a wire whip, 
combine 3 eggs, 1 quart milk, 3 ounces (34 
cup) flour, 1% cups Kraft Instant Potatoes, 
1 tablespoon salt and 1 tablespoon baking 
powder. Mix only until blended. Pour batter 
onto hot lightly greased griddle using 1 table- 


spoon of batter for each pancake. Bake to © 


a golden brown, turning only once. Serve 
with pork sausages and applesauce. Makes 
16 servings (6 pancakes per serving). 


Now, instant mashed potatoes 
with the flavor of nature's best. 


will remain white and fluffy 
jonger on the steamtabie, 


Simplest, most foolproof mix- 
and-serve method of them. ail, 


KRAFT INSTANT POTATOES 
FOR ONLY 2* PER SERVING 


Operators quickly learn that even inexperienced 
kitchen personmel can mix a perfect batch of 
Kraft Instant Potatoes in a few minutes. Simple, 
never-fail directions on each can! 

And they can serve these new Kraft Instant 


Potatoes — year round for about 2¢ per portion. No more seasonal 
fluctuations in price or product quality to worry about. 

Many steps, and all the time and labor of raw-to-finish handling, 
are eliminated. The No. 10 can yields 150 3-oz. servings. 

Once you try Kraft Instant Potatoes, you'll appreciate the many 
advantages of using this fine product for all your mashed potato require- 
ments. Ask your Kraft man for sample packet and tested recipes. 
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MERCHANDISE 
THE DRESSING 


THAT MAKES THE SALAD 


Tell your patrons you use Kraft’s 


What impresses me frequently on field trips is 
how many operators have learned to capitalize 
on the reputation of Kraft’s Salad Dressings. 

They have found ways to tell customers they 
use these famous brands. In some cases the Kraft 
dressing is listed on the menu. Or customers are 
given a choice of the various Kraft dressings. 
Where salads are made out-front, with Kraft 
dressings on display, customers can see that only 
quality products are used. 

No other name in the salad dressing business 
compares with Kraft’s. It certainly makes good 
profit-sense to serve Kraft’s! Especially when 
you consider that for only a small fraction of a 
cent more per serving, you can be sure of cus- 
tomer satisfaction with Kraft’s Salad Dressings. 


marvelous biend of seasoning. 


Miracle Whip Salad Dressing, far and away the 
outstanding consumer favorite, outsells the next 20 
leading brands combined. 


Kraft Mayonnaise has the flavor piquancy that 
comes from fine oils and fresh eggs. . 


Miracle French has the hearty flavor that a touch 
of onion and garlic add. | 


FOUR BEST BASIC DRESSINGS 


Kraft French Dressing is mild and creamy with a | 


CREATE A “HOUSE SPECIALTY” 
WITH KRAFT DRESSINGS 


While I know most operators use Kraft’s dressings 
right from the jar or jug, some like to add 
distinguishing touches of their own: 

Blended Mayonnaise: To 1 quart Kraft Mayonnaise 
add 

‘1 cup tomato juice and % cup Kraft Cream Style 
Horseradish; Serve with shrimp cocktail. 

‘1 cup Miracle French, Kraft French or Catalina 
Dressing; Serve with tossed salad. 

-l cup cranberry juice; Serve with fruit salad. 

‘1 cup shredded unpeeled cucumber; For seafood 
salad. 

Special Dressing: Gradually add 3 quarts Kraft 
French Dressing to 2 pounds Kraft Loaf Cream 
Cheese, blending until smooth. Add 3 tablespoons 
Kraft Cream Style Horseradish and stir until 

well blended. 

Chopped Egg Dressing: Gradually add 2 quarts 

Miracle French Dressing to 2 pounds Kraft Loaf 

Cream Cheese, blending until smooth. Add 2 dozen 

chopped hard-cooked eggs and stir until | 

well blended. 
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Ist WEEK MIDWEST SUMMER SELECTIVE CYCLE MENU—prepared by Dorothy Vorhies, director, department of nutrition and dietetics, 


(MENUS TO BE USED DURING JUNE, JULY AND AUGUST) University of Missouri Medical Center, Columbia; 


alse following members of dietary stall: Mrs. Amy $. Anderson, Mrs. Barbara Birmingham, Shirley 
Enders, Sve Netherland, Alva Powell, Mrs. Janet 0. Sipes, Juliet Skiliman, Mrs. Brydine Tuthill. 


_ breakfast noon night 
Tomato vie of Soup Late af Pork Noodle Soup 
or Stew unes amburger on a Bun or oin k (FS) reamed Turk _ Ham on Corn Bread or Baked Swiss Steak (S 
= Rolled Wheat Cereal _ Mashed Potatoes (FS) and Gravy : Hominy Grits 8) wes 
or Ready-to-Eat _ Spiced Beets or Spinach (FS) Baby Limas (F a Asparagus (S) 
Rice Cereal _ Pear and Green Grape Salad—Honey Fruit Dressing Cucumbers in Sour Cream or Tossed Salad— French Dressing 
Soft Cooked Egg or Relish Plate gptong ~ tomato, onion slice) : Watermeion or Ange! Cake (S) 
| Cottage Cheese Pie or Raspberry Sherbet (S) 
Biended Juice | Cream of Pea Sou “Pineapple Juice 
or Orange Cubes _ Cold Cuts, Spiced Crabapple Potato Salad icf) or Baked Beef Pie (S) Stuffed Peppers (F) er Roast Beef with Gravy (S) 
Wheat Cereal _ Buttered Broccoli (F) ttered Sliced Carrots (S) Baked Potato (F) 
or Cornflakes _ Stuffed Peach Half or Sliced Tomato—-Mayonnaise Seasoned Mixed Greens (F) or Summer Squash (S) 
Sausage | Chocolate Cake with Chocolate Icing (F) Cantaloupe-Banana Salad or Lettuce Wedge—Russian Dressing 
Poached Egg (FS) or Cherry Gelatin with Whipped Cream (S) Fresh Pineapple (F) er Vanilla ice Cream (S) 
Orange Juice Vegetable Sou Pear Nect 
or Stewed Mixed Sweet Sour Pork (F) or Meat Loaf (S) _ Braised Beef and Noodles (F) or Roast Loin of Pork (S) 
Fruit Buttered Rice _ Glazed Sweet Potatoes 
Cornmeal Mush Green Peas (FS) or Paprika Cauliflower _ Seasoned Green Beans (S) or Corn on Cob (S) 
or Ready-to-Eat Molded Fruit Salad—Mayonnaise | Chef's Salad—-Oil and 
$s Wheat Flake or Relish Plate (green onion, radish rose, celery sticks, carrot sticks) | or Melon Slice Salad— essing 
Cereal Fresh Grapes er Baked Custard (S) a emon Ice Cream Pie or Benes ey S) 
Sweet Roll 
n 
Grapefruit Juice : Cream of Potato Soup Beef- Rice Soup 
or Fresh Grapes Fruit Plate—Herb Cottage Cheese (F) er Baked Loin Pork Chop (S) Liver and Onions (F) or Ham and Escalloped Potatoes (S) 
Whole Wheat Cereal Parsley Buttered Potato Mashed Potato and Gravy 
or Ready-to-Eat Buttered Ee e (F) or Mashed Squash (S Mixed Vegetables (F) or Buttered Asparagus (S) 
Rice Cereal Spiced Fruit Salad er Marinated Vegetable Salad Wilted Lettuce er Sliced Tomato— Mayonnaise 
£ Scrambled Egg Brownies or Lime Sherbet (S) Fruit Gelatin (S) or Fresh Plums 
Cantaloupe Minted Pi le Jui Cheese Soup 
or Grape Juice Baked Cod Fi ~ forte Sauce (S) or Creole Spaghetti (F) Creamed Tuna on Biscuit or Baked Ham (FS) 
Farina Escalloped Potato (S) Baked Potato (FS) 
or Shredded Wheat Buttered Wax Beans (S) or French Fried Okra Buttered Spinach (S) or Buttered Turnip 
Cereal Orange, Lettuce with French Dressing Cole Slaw or Pear Glacier 
= n or Tossed Sa th Oil and Vinegar Dressing Lemon Coconut Cake or Soft Custard (S) 
Strawberry or Applesauce ( 
Apple Juice Cream of Asparagus Soup Blended Juice 
or Stewed Peaches Beef Hash or Baked Breaded Veal Steak (FS) Chicken a la King or Meat Loaf (FS) 
| Hash Brown Potatoes (F) Parslied Potatoes (FS) 
Glazed Onions er Buttered Zucchini Squash (FS) Stewed Tomatoes (FS) or Peas 
Relish Plate (cucumber wedge, carrot — green pepper rings) _ Mixed Green Salad or Waldorf Salad 
Sausage Links or Fresh Pineapple and Strawberry Salad Chocolate Cookies er Vanilla ice Cream (S) 
Poached Egg (S) Cherry Cobbler (F) or Whipped Gelatin (S) 


Orange Juice Chicken-Rice Soup Jellied Bouillon 
or Half Banana Roast Beef (FS) or Lamb Pattie with Bacon and Mint Jelly | Bacon, Tomato, Lettuce Sandwich on Toast “ 
Cornmeal Mush Cereal Mashed Potato and Grav = Cold Sliced Turkey G) 
or Ready-to-Eat Glazed Carrots (FS) er Buttered Green Beans _ Potato Chips (F) er Baked Potato (S) 
ereal Lettuce Wedge with Pimento Green Lima Beans or Buttered (S) 
Sweet or Cottage Cheese with Pineapple Twist Deviled on Lettuce or Frui 
Soft Cooked Egg (S) Apricot Upside-down Cake (F) er Apple Snow (S) | Fresh Peach (F) or Lemon Pudding (S) 


PLEASE CUT ALONG THIS LINE 


sunday | saturday 


(F}—Full Diet (S)}—Soft Diet (FS)}—Full and Soft Diet | Bread, butter and a choice of beverage are to be included with each meal. 


item, Specifications, Amounts & No. of Servings | item, Specifications, Amounts & No. of Servings item, Specifications, Amounts & No. of Servings 
ji .Y BEEF FRESH FRUITS Squash, Summer 10 Ibs. 
Chuck (Boneless) —_—-U. S. Good 20 Ibs. 60 | Apples Jonathan, 113s 1 box Squash, Zucchini 25 Ibs. 
Ground Beef U. S. Good, 5 ib. pkg. 55 Ibs. | Bananas Ripe 25 Ibs. Tomatoes Repacked (5x6) = 1 tug (30 Ibs.) 
© _ Liver Steer, sliced 15 Ibs. 60 | Cantaloupe Crate, 45s 1 crate Turnips, Yellow 20 Ibs. 
_ Roast, Sirloin (B.R.T.) U. S. Choice 45 Ibs. | Grapes Seediess, 28 Ib. box 2 boxes FROZEN FRUITS 
Steak, Swiss U. S. Good, 4 oz. each 5S ibs. 20 Lemons 1 doz. Apricots can 
— | Stew U. S. Good 7 Ibs. Oranges 176s 1 box 5-1 sugar 16 Ibs. 
s 3 Peaches Basket, 20s 3 baskets | Cherries 5-1 Sugar, pitted 
= LARS Pineapple, Fresh Box, 24s 1 box 8 Ib. can 24 Ibs. 
3 Ground, Shoulder U. S. Good 10 Ibs. 40 Plums, Red Basket (4x5) 2 baskets Fruit, Mixed . 8 Ib. can, 5-1 sugar 8 Ibs. 
| PORK Strawberries Quarts 3 ats. Orange Juice Con., 32 oz. can 6 cans 
; Bacon (Sliced) 24-26-1 Ib. 12 Ibs. Watermelon 30-35 Ib. av. 60 Ibs. Peaches ey can, ae 
Chops, Loin Grade A, 4 oz. each 5ibs. 20 FRESH VEGETABLES a , 
s Ham (Puliman)  .Ready-to-eat 42 Ibs. Cabbage Bag 35 Ibs. Strawberries 8 Ibs. 
— Loin (Boneless) Grade A, 10-12 ibs. ‘72 Ibs. Carrots Topped, bag 50 Ibs. 
$ Sausage Links 12-1 Ib. 17 Ibs. Celery White 6 stalks FROZEN VEGETABLES 
8 Corn on the cob Bag, 50s 1 bag Asparagus Spears, 24% Ib. pkg. 7% Ibs. 45 > 
VEAL Cucumbers 18 Ibs. Beans, Green Cuts, 2% Ib. pkg. 5 ibs. 30 
Steaks, Club U. S. Good, 5 oz. each 25 Ibs. 80 Lettuce Head, 48s crates Beans, Lima Small, green 
FISH Beans, Wax Cuts, 2% Ib. pkg. 2% Ibs. 15 
Onions, Dry Yellow, bag 50 Ibs. 
: POULTRY | Onions, Spanish-type 16 Ibs. Cauliflower Buds, 2% Ib. pkg. 2% Ibs. 15 
Fowl (Eviscerated)  Grade-A, 5 Ib. av. 20 Ibs. Parsley Bunch 1 doz. Greens, Mixed 2% Ib. pkg. 10 Ibs. 60 
% | Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 45 Ibs. Peppers, Green % doz. Peas 2% Ib. pkg. 17% Ibs. 105 
- Potatoes, Sweet Hamper 50 Ibs. Spinach Chopped, 
PREPARED MEATS Potatoes, White Bag No. 1 400 Ibs. 2% Ib. pkg. 17% Ibs. 105 
Assorted Cold Cuts 25 Ibs. Radishes Bunch 1 doz. Vegetables, Mixed 2% Ib. pkg. 10 ibs. 60 
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2nd WEEK MIDWEST SUMMER SELECTIVE CYCLE MENU—prepared by Dorothy Vorhies, director, department of nutrition and dietetics, 


University of Missouri Medical Center, Columbia; 


alse following members of dietary staff: Mrs. Amy $. Anderson, Mrs. Barbara Birmingham, Shirley 
Enders, Sue Netherland, Alva Powell, Mrs. Janet 0. Sipes, Juliet Skillman, Mrs. Brydine Tuthill. 


breakfast noon | night 


Gi ale and Grape Juice 


7 (MENUS TO BE USED DURING JUNE, JULY AND AUGUST) 


Grape Juice Vegetable Sou Pear N 


Biended Juice Soup nger 
or Stewed Prunes Individual item Loaves (F) er Braised Chicken Giblets on Toast (S) Swiss Steak (S) or Fruit Plate with Nut Sticks (Bread fingers—buttered 
Wheatmea! Cerea! Mashed Potato and Gravy and rolied in chopped nuts) 
or Puffed Rice Cereal | Broccoli (F) er Buttered ‘Suindier a (S) Browned Potatoes and Gravy 
Cream Cheese Balis with Orange beg Okra and Tomatoes 
or Tossed Salad—0Oil and Vinegar Dressi Peas (S) 
Chocolate ice Cream Pie or Roya , Bows Cherries (s) Marinated V bie Salad or Pear and Raspberry Salad 
Fruit Cup er Baked Custard (S) 
Apricot Nectar Chicken-Rice ~4 Seasoned Tomato Juice 
or App ce Roast Loin of ier (S) or Pizza (F) ee Goulash (F) or Beef Patty (S) 
Rolled Wheat Cereal Parslied Potatoes Escalloped Potato (S) 
or Cornflakes Buttered Cabbage (F) or Buttered Carrot Slices (S) Wax Beans with Parte (S) or Oranged Beets 
Soft Cooked Egg Relish Pilate (olives, stuffed celery, onions) or Mixed Green Sane Bing Cherry Gelatin Saiad with Mayonnaise 
Melon Wedge or Orange Sherbet (S) or Pineapple Cole Slaw 
Poppyseed Cake or Chocolate Pudding (S) 
Pineapple Juice Minted Gingerale Cream of Mushroom 
Gra Pot Roast (S) Chicken and Noodles 3) o Deviled Pork Chop (F) 
Whole Wheat Cerea! or Cold Plate (ham salad, sliced tomato, molded spring salad square)(F) | Beans and Bacon Bits (F) 
or Shredded Wheat Paprika Potato (S) Brussels Sprouts or Mixed Vegetables (S) 
Cereal Asparagus (S) er Buttered Corn on Cob (F) Orange and Spinach Salad or Lettuce Wedge—1000 Isiand Dressing 
Sausage Links f Sliced Tomato Salad or Molded spun Salad Jelly Roll (S) or Fresh Piems . 
z Poached Egg (S) Apple Pie (F) or Cherry Gelatin ( : i 
Orange Juice Tomato Bouillon Cream of Pea Soup 
or Stewed Peaches Pork Oriental (F) or Meat Loaf with Gravy (S) Chicken Fried Steak (F) or Welsh Rarebit on Toast (S) 
Farina Mashed Potatoes (S) Hominy Grits with Gravy 
or Puffed Wheat F — Fried che (F) or Buttered Green Beans (S) Buttered Broccoli or Buttered Carrot Slices & . 
rea one on reen Grapes or Tossed Salad—Vinegar and Oil Dressing Sliced Egg and Beet Salad or Pear in Lime Gelatin 
Scrambled Eggs ome efrigerator Dessert or Raspberry Sherbet (3) Vanilla Wafers (S) or Cherry Pie 


or Stewed Apricots Cold Salmon ‘with Lemon Wedge (S) or Braised Beef on Noodles Shrimp ‘tants or Loin Lamb Chop (S) 
Oatmeal Baked Potatoe (S) Buttered Rice 
or Ready-to-Eat Cauliflower au Gratin or Buttered oe &) . French Fried Onion Rings (F) or Buttered Spinach (S) 
Rice Cereal Sliced Tomatoes or Pineapple, Banana, nut Salad Mixed Green Salad-——French Dressing or Molded Fruit Salad 
n Fresh Peach or Caramel Custard (S) Chocolate Sundae (S) or Watermelon 
Grapefruit Juice Cream d Chicken Soup Beef Broth z 
or Half Banana Baked Ham with Mustard Sauce (S) or Barbequed Hamburger on Bun Breaded Veal Cutlet (F) or Creamed Chipped Beef on Cornbread (S) ,) 
Wheat Meal Glazed Sweet Potatoe Parslied Potatoes (F) pad 
or Ready-to-Eat Mixed Vegetables or Buttered Zucchini (S) Buttered Green Beans (S) or Corn on Cob (F) z= 
Wheat Flake Cole Slaw or Waldorf Salad Tomato and Cucumber Wedges on Lettuce or Golden Glow Salad (carrot 
Cereal Apricot Crisp er Sugar Cooky (S) and pineapple in lemon — 
Soft Cooked Egg Strawberries in Cream or Lemon Sherbet (S) 
Tomato Juice Jellied Consomme with Lemon Wedge Lemonade < 
er Cantalou Fried Chicken or Meat Bali Stew ( s Baked Veal Steak (S) or Baked Cheese Sandwich : 
Cornmeal Mus Mashed Potatoes with/Grav Potato Chips (F) or Browned Potatoes 
or Puffed Rice Cereal Buttered Summer Squash nS or —, Beets Broccoli or Stewed Tomatoes (S) 
| Sausage Links Tossed Salad with Vinegar and Oi! Dressing Lettuce Wedge-—1000 Iisiand Dressing or Molded Applesauce 4 
Poached Egg (S) or Honey Dew, Lemon Wedge, Bin Cherries with Honey Dressing Fresh Pear or Butterscotch Pudding (S) 
Macaroon Pie or Vanilla ice Cream (S) ° 


(F)—Full Diet (S)—Soft Diet (FS)—Full and Soft Diet | Bread, butter and a choice of beverage are to be included with each meal. 


item, Specifications, Amounts & No. of Servings item, Specifications, Amounts & No. of Servings item, Specifications, Amounts & No. of Servings 
BEEF FRESH FRUITS Onions, Green Bunch 1 doz. 
3 Chipped Beef, Dried U.S. Good 3 Ibs. Apples Jonathan, 113s 1 box Onions, Spanish-type 6 Ibs. 
Oo Ground Beef U. S. Good, 5 Ib. pkg. 55 Ibs. Bananas Ripe 20 Ibs. Parsley Bunch 1 doz. 
iva Round (Bottom) U. S. Standard 7 Ibs. Cantaloupe Crate, 45s 1 crate Potatoes, Sweet Hamper 50 Ibs. 
S Steaks, Round U. S. Choice, Cherries, Bing 15 Ib. box 5 Ibs. Potatoes, White Bag No. 1 400 Ibs. 
4 oz. each 15 Ibs. 60 | Grapefruit Seediess, 70s 1 box Radishes Bunch 1 doz. 
Steak, Swiss U. S. Good, 40z. each Sibs. 20 | Grapes Seediess, 28 ib. box box Squash, Summer 10 Ibs. 
Stew U. S. Good 25 Ibs. 100 | Lemons 1 doz. Squash, Zucchini 5 Ibs. 
LAMB we Honey Dew — 9s 1 crate Tomatoes Repacked (5x6) 2 lugs (60 Ibs.) 
8. Choice, ranges 176s 1 box 
8 ibs. 20 | Peaches Basket, 20s 5 baskets A 
boosh Box, 120s % box pples nee 8 Ib. can, 5-1 sugar 24 Ibs. 
Apricots Halves, 8 Ib. can 
= PORK Plums, Red Basket (4x5) 2 baskets 5-l sugar 24 Ibs 
= Bacon (Sliced) 24-26-1 Ib. 6 Ibs. Strawberries Quarts 6 ats. Chenvies 5-1 sugar, pitted : 
3 Chops, Loin Grade A, 40z. each = 15 Ibs. 60 | watermeion 30-35 Ib. av. 60 Ibs. 8ib.can 16 Ibs. 
= Ham Orange Juice Con., 32 oz. can 3 cans 
neless rade A, 10-12 Ibs. : 
a 12-1 Ib. 12 Ibs. FROZEN VEGETABLES 
Sousege & Cabbage Bag 25 Ibs 
Shoulder (boneless) 25 Ibs. 100 Asparagus Spears, 24% Ib. pkg. 2% Ibs. 15 
5 Carrots Topped, bag 50 Ibs. Beans, Green Cuts, 2% Ib. pkg. 5ibs. 30 
Ee VEAL Celery Pascal, 30s 1 doz. stalks | Beans, Wax Cuts, 2% Ib. pkg. 2% Ibs. 15 
x | Cutlets U. S. Good, 4 oz. each 15 Ibs. 60 | Celery White 6 stalks Broccoli Stems and buds 
Steaks, Veal U.S. Good, 40z. each 5 ibs. 20 | Corn on the cob Bag, 50s 3 bags 2% Ib. pkg. 35 Ibs. 210 
Cucumbers 8 Ibs. Brussels Sprouts 2% Ib. pkg. 10 Ibs. 60 
2 POULTRY Eggplant 8 only Cauliflower Buds, 2% Ib. pkg. 15 ibs. 90 
ea | Fowl (Eviscerated) Grade A, 5 Ib. av. 20 Ibs. | Lettuce Head, 48s 2 crates = Peas 2% Ib. pkg. 5 ibs. 30 
Fryers (Eviscerated) Grade A,2% Ib. av. 62 Ibs. Okra 10 Ibs. | Spinach Chopped, 2% Ib. pkg. 2% Ibs. 15 
Livers, Chicken 1 Ib. pkg. 5 ibs. Onions, Dry Yellow, bag 50 Ibs. _ Vegetables, Mixed 2% Ib. pkg. 17% Ibs. 105 
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PLEASE CUT ALONG THIS LINE 


3rd WEEK MIDWEST SUMMER SELECTIVE CYCLE MENU—prepared by Dorothy Vorhies, director, department of nutrition and dietetics, 
(MENUS TO BE USED DURING JUNE, JULY AND AUGUST) 


University of Missouri Medical Center, Columbia; 


aise following members of dietary staff: Mrs. Amy $. Anderson, Mrs. Barbara Birmingham, Shirley 
Enders, Sve Netherland, Alva Powell, Mrs. Janet 0. Sipes, Juliet Skillman, Mrs. Brydine Tuthill. 


| breakfast 


Apple Juice 
or Stewed Apricots 
Whole Wheat Cerea! 
or Ready-to-Eat 
Rice Cereal! 
Scrambled Eggs 


Orange Juice 
Stewed Prunes 


ari 
or r Shredded Wheat 
Cerea 
Sweet 
Bacon 


} 


Prune Juice 


Cer 
Soft Cooked Egg 


wednesday| tuesday | monday 


Juice 


Wheat Cereal 
Sausage Links 


£ _ Scrambled Eggs (S) 
Blended Juice 
er Half Banana 
Rolied Wheat Cereal 
or Ready-to-Eat 
Wheat Flake 
Cereal 
Poached Eggs 
Pineapple Juice 
= or Stewed Prunes 
Farina 
@r Cornflakes 
| Scrambled Eggs 


Orange Juice 
or Stewed Apricots 
Oatmeal 
or Shredded Wheat 
Cereal 
Sausage Links 
Poached Egg (S) 


: Chicken- Rice Soup 


Vegetable Soup 


Cream of Tomato Si Soup 


Chilled Pinea and Tomato Juice 
Lasagne with French Bread (F) or oy Loin of Pork (S) 
~~ Potato (S) 
Buttered Asparagus (FS) or Buttered Carrot Slices 
Relish Plate — onions, celery, radish, ripe olives) 

or Minted nut, Banana Salad 
Wetermaton or Soft Custard (S) 


night 


ley Sou 
Open Face Sandwich tomato, cheese, jettuce, 1000 Island 
Dressin ash (S) 

Spinach ( S) or 

Arabian Mold or Lettuce Wedge and Russian Dressing 
Orange Bavarian (S) or Green Grapes 


Pepperpo 

Fruit Plots ye butter on banana bread, cottage cheese, grapes, 
meion, bing cherries) (F) or Roast Beef (S ) 

Baked Potato (S) 

Cauliflower or Peas (S) 

Sliced Tomato Salad er S 


easoned Cottage Cheese 
ice Cream Cake Roll (S) or Fresh Peach 


| 


Mixed Fruit Juice 

Baked Ham (S) or Beef Stew with Vegetables Casserole (F) 
Mashed Sweet Potatoes (S) 

Buttered Okra (S) er Corn on the Cob (F) 

Cucumbers in Sour Cream er a and Strawberry Salad 
Lemon Meringue Pudding (S) er Applesauce 


Split Pea Soup 
Bacon, Teo and Cheese Sauce on Toast (F) er Baked Veal Cutiet (S) 
Potato (S) 
Wax Beans (S) or Harvard Beets 
Potato Salad or Orange and Spinach Salad 
Blueberry Crumb Cake with Lemon Sauce 
or Royal Anne Cherries (S) 


Pineapple Juice 

Frankfurters— Spent or Chicken a la King on Biscuit (S) 
Mashed Pota 

Broccoli or ee Squash (S) 

Chef's Salad-—french Dressing er Banana and Grape Salad 
Rhubarb Pie or Pears (S) 


Braised Beef and ee (S) or Liver and Sausage Loaf 

Baked Potato (S 

Lima Beans or Stewed Tomatoes (S) 

Relish Plate (green pepper rings, carrot sticks, stuffed celery) 
or Orange and Cream Cheese 

Fruit Gelatin (S) er Strawberries in Cream 


Beef- Macaroni (S) or Fish Sticks—Tartar Sauce (F) 

Buttered Golden Hominy 

Buttered Spinach (FS) or Buttered Wax Beans 

German Cucumbers or Melon Slices on Lettuce with Poppy Seed Dressing 
Strawberry Bavarian or Applesauce (S) 


| 
| 
| 


"Chilled Gingeraie 


Apricot Nectar 
Fruit Fritter with Maple Syrup er Beef Patty with Bacon (S) 
Paprika Potatoes (S) 
Eggplant Casserole er Buttered Peas (S) 
Sliced Banana and Pineapple Salad 
or To alad—Vinegar and Oi! Dressing 
Butter Cookies (S) er Cantaloupe Wedge 


Tuna with Lemon Wedge or Beef Stragonoff (S) 
Buttered Rice (S) 

Asparagus (FS)\ er Mixed Vegetables 

Pineapple Salad with Cream Cheese and Nuts or Tossed Green Sala 
Chocolate Cake:with Chocolate Icing (S) or Fresh Peach 


Chopped Beef Steak on Bun (S)}— Tomato Slice, Onion Slice, Pickle on 
Lettuce or Chow Mein (F) 

Potato Chips (F) er Buttered Rice (S) 

Buttered Cabbage or Buttered Beets (FS) 

Fruit Salad or Melon Bali Salad 

ice Cream Pie (S) er Bing Cherries 


Grape Juice 
Creole yuo (F) or Baked Loin Pork Chops (S) 
Mashed Potatoes and Gravy (S) 

Seasoned Green Beans (F) or Glazed Carrots (S) 

Pear and Green|Grape Salad er Tossed Salad- Vinegar and Oil Dressing 
Peach Melba (S) er Watermeion 


"Essence of Tomato 
Chicken Croquette (FS) or Baked Ham (S) 
Parslied Potato 
Broccoli er Mashed Squash (S) 
Pear and Cream Cheese Salad 
or Lettuce Wedge with 1000 Isiand Dressin +3 
Angel Cake with Minted Whipped Cream and Grated Chocolate 
or Sliced Banana (S) 


Lemonade 

Meat Loaf (F) or nid Cutlets with Parsley Cream Sauce (S) 
Escalloped Potato 

Stewed Tomatoes or Lima Beans (F) 

Cole Slaw er Molded Fruit Salad 

Dutch Cookies (S) er Grapes 


(F}—Full Diet 


(S}—Soft Diet 


(FS)—Full and Soft Diet 


Bread, butter and a choice of beverage are to be included with each meol. 


item, Specifications, Amounts & No. of Servings Item, Specifications, Amounts & No. of Servings | item, Specifications, Amounts & No. of Servings 
— 
3 $ BEEF FRESH FRUITS Potatoes, Sweet Hamper 50 Ibs. 
Frankfurters All beef, 8-1 Ib. 15 Ibs. Apples Jonathan, 113s 1 box Potatoes, White Bag No. 1 400 Ibs. 
S Ground Beef U. S. Good, 5 Ib. pkg. 30 Ibs. _ Bananas Ripe 35 Ibs. Radishes Bunch 1 doz. 
Liver Steer, sliced 25 Ibs. 100 | Cantaloupe Crate, 45s 1 crate Squash, Summer 5 Ibs. 
S Roast, Sirloin (B.R.T.) U. S. Choice 12 Ibs. _ Cherries, Bing 15 Ib. box 30 Ibs. Tomatoes Repacked (5x6) 1 lug (30 Ibs.) 
== Round (Top, Boneless) U. S. Good 7 Ibs. | Grapes Seediess, 28 ib. box 2 boxes 
| Stew U. S. Good 20 Ibs. 80 | Lemons 1 doz. FROZEN FRUITS 
Oranges 176s 1 box Blueberries 8 ib. can, 5-l sugar 24 Ibs. 
PORK Peaches 12 baskets | Melon Balls 8 Ib. can 8 ibs. 
é Bacon (Sliced) 24-26-1 Ib. 12 Ibs. Watermelon 30-35 Ib. av. 5 melons | Orange Juice Con., 32 o2. can 6 cans 
Chops, Loin Grade A, 4 oz. each 5 ibs. 20 Strawberries 8 Ib. can, 8 Ibs 
Ham (Pullman) Ready-to-eat 15 Ibs. FRESH VEGETABLES se 
s Loin (Boneless) Grade A, 10-12 Ibs. 7 Ibs. Cabbage Bag 50 Ibs. FROZEN VEGETABLES 
5 Sausage Links 12-1 Ib. 12 Ibs. Correts Vepped, Sag datas Asparagus Spears, 2% Ib. pkg. 25 Ibs. 150 
doz. stetks | sons, Green Cuts, 2% Ib. pkg. Ibs. 60 
= | Chop Suey Meat S. Good 25 Ibs. 2% Ib. pkg. 25 Ibs. 150 
Cutlets U.S. Good. 40z. each 5ibs. 20 Beans, Wax Cuts, 2% Ib. pkg. 5 ibs. 30 
5 Eggplant 5 only Broccoli Stems and buds 
& Lettuce Head, 48s 2 crates 2% Ib. pkg. 25 ibs. 150 
= : risét Okra 3 Ibs. Cauliflower Buds, 2% Ib. pkg. 15 Ibs. 90 
Fish Sticks 16-No. | 19 Ibs. Onions, Dry Yellow, bag 50 Ibs. Peas 2% Ib. pkg. 5 ibs. 30 
$ Onions, Green Bunch 1 doz. Spinach Chopped, 2% Ib. pkg. 25 Ibs. 150 
Rol POULTRY _ Onions, Spanish-type 6 Ibs. Squash, Winter 3 Ib. pkg., 1 Ib. pkg. 2% Ibs. 15 
es =| Fow! (Eviscerated) Grade A, 5 Ib. av. 90 Ibs. | Parsley Bunch 1 doz. Succotash 2% Ib. pkg. 2% Ibs. 15 
Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 30 Ibs.- | Peppers, Green % doz. | Vegetables, Mixed 2% Ib. pkg. 2% ibs. 15 
CYCLE MENU PAGES ARE PERFORATED FOR EASY REMOVAL 
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Oatmeal 
or Puffed Wheat | 
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DO HOSPITALS ‘FARM OUT’ TOO MANY JOBS? 


— printing of routine forms, for example 


by D. D. KRAMER 


N THE files of today’s hospital 

business office one is likely to 
find numerous contracts for serv- 
ices to be performed by persons 
who are not members of the hos- 
pital staff. These contracts might 
provide for such services as wall 
and window washing, painting, 
maintenance of elevators, x-ray 
equipment, typewriters, and so on. 
Many of these services can indeed 
be provided more efficiently and 
economically through outside con- 
tracting, but too often “farmed- 
out” business is carried to ex- 
tremes. Hospital administrators 
might do well to examine these 
farmed-out jobs to determine 
whether it might not be feasible 
and more economical to assign 
some of them to hospital personnel. 

Such an examination at Elkhart 
(Ind.) General Hospital led to the 
conclusion that it might be worth- 
while to find out whether printed 
forms could be produced satis- 


. factorily within the hospital. 


PRINTING COSTS AVERAGE 


Our forms were being printed 
by a local printing firm. The qual- 
ity was good, the service was good 
and the price was right. Our cost 
for forms per patient day probably 
was not above or below any other 
hospital, but our yearly printing 
bill still represented a considerable 
sum of money. From June 1, 1955 
to June 1, 1956, our cost for printed 
forms for permanent records—8 % 
by ll-inch nurses’ notes, graphic 


D. D. Kramer is assistant administrator 
of Elkhart (Ind.) General Hospital. 
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Many hospital jobs that are being 
“farmed out” could be done efficiently 
and economically by hospital person- 
nel, the author argues. Using the pro- 
duction of hospital forms as a case in 
point, he outlines the experience of 
Elkhart (Ind.) General Hospital in 
switching from purchasing routine 
forms to printing its own. 


charts, consultation reports, prog- 
ress reports, doctors orders, etc., 
which make up a patient’s record 
—amounted to $3992.05. This fig- 
ure does not include snapout car- 


bon admission forms, check vouch- > 
ers, or multiple advance forms. 


The above amount also does not 
include the cost of such non- 
permanent records as notes and 
memo forms. This group of forms 
was uced on a hand-operated 
ee machine, quite dated, 
but which still produced satis- 
factory work. The paper and sup- 
plies for this machine amounted to 
$423.57. We have no record of how 
much secretarial time was spent 
typing the stencils and running 
copies, but it must have been con- 
siderable if more than $400 was 
spent on paper and ink. The total 
yearly cost of routine printed 
forms, then, amounted to $4415.62. 
Based on a total of 47,449 patient 
days in that same year, this figure 
amounts to 9.31 cents per patient 
day. We wanted to know if there 
was a way of lowering that figure. 

By getting bids on future print- 
ing jobs and shopping a bit we be- 
gan to see that we would not make 
any substantial savings by as- 


signing printing work to other con- 
cerns. 

Purchase of standard hospital 
forms was thought to present two 
difficulties—at least as far as Elk- 
hart General Hospital was con- 
cerned. While the quality of these 
forms was high both in paper and 
workmanship, the price was more 
than we expected. Many depart- 
ments and many of the profes- 
sional personnel at our hospital 
desired special entries, notations 
and information not provided for’ 
on the standard forms. Then, too, 
many of the items on the standard 
forms did not apply to our own 
situations. 

As for our inventory, we were 
in luck, not a bit overloaded. Sev- 
eral firms, when given a purchase 
order for, say, a six months’ supply 
of a particular form, would spread 
deliveries over the six-month pe- 
riod and supply an invoice each 
month so we would not be faced 
with storage problems. (And at 
the same time, they could stabilize 
their own production.) The only 
other field for examination, there- 
fore, was for the hospital to pur- 
chase its own duplicating equip- 
ment and to run these routine 
forms itself. 


QUALITY FIRST CONCERN 


Investigation of duplicating 
equipment brings up one question 
immediately: quality. There are 
many degrees of quality in work 
turned out by a duplicating ma- 
chine. The type of machine can 
range from aé spirit duplicator 
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through a mimeograph machine on 
up to an offset duplicator or a 
flatbed or rotary printing press. 
Just what is the hospital looking 
for? For our particular use, we 
wanted good quality forms; we 
wanted variety in weight, finish, 
color and size of paper, and paper 
that would take both ink writing 
and typing. 

Frankly, we did not feel that a 
spirit duplicator or a conventional 
mimeograph machine using a wax 
stencil would produce the kind of 
work that would meet our stand- 
ards for certain forms. Still want- 
ing an easily operated. machine 
that would produce good quality 
work at a relatively low cost, we 
decided to investigate the merits 
of each duplicating process. 

Without getting too technical or 
diverging too much from the sub- 
ject at hand, let us briefly define 
the differences between spirit du- 
plicators, mimeograph machines, 
offset duplicators and letter 
presses. 

A spirit duplicator uses a proc- 
ess whereby an aniline dye is de- 
posited on a paper master by 
means of a special heavy carbon 
paper. The master is then pressed 
against a sheet of paper that pre- 
viously has been moistened by a 
volatile solvent. The image is re- 
produced on the sheet of paper 
because the fluid softens the sur- 
face of the dye image on the mas- 
ter. The process is repeated until 
the dye on the master has been 


exhausted. This process is most 


effective with glossy paper, which 
aids in clarity, but does not accept 
liquid writing ink well. This is an 
excellent method for relatively 
short runs, several hundred copies 
being the maximum that can be 
produced. 


THE MIMEOGRAPH PROCESS 


Mimeograph is an entirely dif- 
ferent system. The masters for this 
machine consist of a very thin 
wax-coated fiber, the fiber being 
necessary only to keep the master 


from disintegrating. The image is 


- produced on the master by using 
a typewriter or a stylus. The type 
keys or the stylus literally cut 
through the wax master. When 
this master is placed on the drum 
of the machine, ink is squeezed 
through the openings cut by the 
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type keys or the stylus and flows 
onto the paper. This is a good sys- 
tem to use when a greater quantity 
is desired than can be produced 
with the spirit duplicator. The 
quality is fairly good; however, the 
process requires a type of “blot- 
ter” paper. This paper does not 
take writing with liquid ink well. 
However, improved mimeograph 
machines that produce higher 
quality work are appearing on the 
market every year. : 

The offset duplicator operates on 
the principle that grease and water 
do not mix. In offset duplicating, 
the “master” can be either alumi- 
num for long runs or paper for 
shorter runs. Some “long-run” pa- 
per masters can produce thousands 
of copies. The image is placed on a 
paper master, using carbon paper 
or other grease-depositing ma- 
terial. In cases of metal masters, 
it is etched on. When this master 
is placed on the machine, water 
passing over it adheres to the open 
areas. Ink is then flowed over the 
master following the water. It ad- 
heres only to the wax or grease 
letters (likes attract). The master 
is then pressed against a rubber- 
covered drum, called the “blan- 
ket’, and this in turn is pressed 
against the paper. The process gets 
its name from this double trans- 
ferring of the image. 


RAISED LETTER PROCESS 


In a letter press, the form itself 
is a series of raised letters that 
are in reverse. An inked roller is 


‘passed over these reversed raised 


letters and they in turn are 
pressed against the paper, thereby 
transferring the ink from the 
letters to the paper. 

Processes used in all these sys- 
tems are entirely different. There 
is great variation in quality of 
printing produced from one to the 
other. In printing, it is generally 
true that expense and complexity 
of the process increase as quality 
of the finished product improves. 

For our requirements—good 
quality, low investment and sim- 
plicity of operation—the offset 
duplicator seemed to be the an- 
swer. In choosing a supplier for 
this equipment, we thought it 
would be wise to investigate com- 
panies that manufacture more than 
one size machine. We wanted to 


match the machine to the quality 
and quantity of work to be done— 
not the work to the machine. 

In our survey of available equip- 
ment, we found that every brand 
of offset duplicator has its own 
unique advantages which may or 
may not be valuable to the in- 
dividual purchaser. The buyer 
must examine his needs, then buy 
the machine that best meets these 
needs. Otherwise, he may buy a 
machine that is far too complicated 
and is equipped for many printing 
tasks that it will never be called 
upon to perform, or he may buy 
a machine of limited capabilities 
that will prove inadequate to de- 
mands made on it. If the hospital 
does not intend to attempt print- 
ing work that involves photo- 
graphs or other half-tone work, it 
would be a waste of money to buy 
a machine that will do this work. 


COSTS COMPARED 


Once we had settled on a manu- 
facturer, we called in a repre- 
sentative of the company to go 
over our requirements and cost 
figures with us. We computed the 
cost of some of our more heavily 
used common stock forms and 
compared this cost with the cost 
of producing the same forms with 
an offset duplicator. Based on the 
1954 cost of routine printed 
forms, the estimated yearly savings 
of producing the forms by offset 
amounted to $1701.40, a saving of 
56 per cent over the cost of pur- 
chasing these forms. 

The machine that was ultimately 
chosen was purchased at a cost of 
$2808.32. Also purchased were a 
paper cutter for $534.80 and a fil- 
ing cabinet for the metal masters 
for $72.75. Total investment for 
this equipment was $3415.87. A bi- 
monthly inspection and mainte- 
nance contract was signed at this 
time, at a fee of $22.50 per in- 
spection. 

We placed the equipment in our 
general storeroom adjacent to the 
shelving for printed forms. The 
manufacturer installed the equip- 
ment and spent nearly a week in- 
structing our storeroom manager 
in its use. The changeover from 
purchasing forms to printing our 
own was easy and gradual. As the 
supply of a particular form was 
depleted, we took a copy of the 
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FOR O.R. 


OR ANYWHERE AT ALL 


a... ® 
the Raumanomeler 


...for every service 
in the busy hospital 


Because the Baumanometer alone 
carries a perpetual guarantee for per- 
fect accuracy . . . because it offers 
you the widest selection of models 


(each designed for your specialized . 


needs) . . . because it is durably con- 
structed for a lifetime of constant use 
... the Baumanometer is the sensible, 
logical choice for economical stand- 
ardization throughout the hospital. 
Your nearby Baumanometer dealer 
will be glad to show you the many 
fine points of craftsmanship that have 
established the Baumanometer as the 
world standard for bloodpressure. 


..-@veryone respects 
the pursuit of accuracy 


--.use the Baumanomeler 


WwW. A. BAUM CO. INC. 
Copiague, Long Island, New York 


S.A. 1821 
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form to the local engraver, who 
charged $4 for producing an offset 
aluminum master. This process 
normally takes two to four days. 
As more forms were depleted, 
more aluminum master plates were 
made. 

PRESS RUN ONCE A WEEK 


We limit our printing to one day 
a week (Wednesday). This seems 
adequate for our present needs. 
With further expansion, we may 
have to devote another day per 
week to this printing. 

Paper inventory has been only 
a minor problem. All paper is 
purchased direct from a paper sup- 
ply house without going through 
a stationery dealer. Standardiza- 


tion of paper by size and weight 


is an important factor not only in 
cutting down inventory cost but 
also in simplifying the task of 
setting up the machine for a par- 
ticular form. We have standardized 
nearly all forms on two weights 
of paper: 16-pound and 20-pound 
sulphite bond. Although we stock 
colors in these and other weights, 
the white 16- and 20-pound bond 
accounts for approximately 80 per 
cent of our paper supply. All our 
paper is cut by the supplier to 8% 
by 11 inches. There is a slight ad- 
ditional charge for this service, 
but it is more than offset by the 
cost of the time and labor that 
would be expended if one were to 
cut and trim large sheets with a 
hand-operated cutter. Dimensions 
of forms smaller than 8% by 11 
inches are even fractions of that 
size, so that cutting and waste 
are minimized. 


The actual space occupied by the 
equipment (press, cutter and filing 
cabinet) does not present a serious 
problem. Actual floor area occu- 
pied by these three pieces of equip- 
ment is 29 square feet. However, 
the working area required is ap- 
proximately three times this fig- 
ure. Fortunately, there was more 


. than adequate space available for 


this installation. However, even 
where space is limited, less space 
is required for printed forms be- 
cause smaller inventories are 
needed. With paper available on a 
weekly basis, little area is required 
for the storage of this item. 

After a year’s usage of this 
equipment, we ran a cost analysis 
on our work to see how it com- 
pared to the original estimate. In 
an attempt to accurately compare 
the costs during the two periods, 
that is, the year preceding the pur- 
chase and the year following, we 
compared the cost of printed forms 
from June to June preceding the 
purchase of the machine and from 
September to September following 
the purchase. This allowed a 90- 
day period for “adjustments” that 
possibly could influence the final 
figure. By adjustments is meant 
the use of purchased printed forms 
in the period when the machine 
was in operation but purchased 
prior to the machine, and low 
production and wastage in the hos- 
pital printing operation caused by 
inexperience with the new equip- 
ment. It was felt that a 90-day 
period was adequate for these ad- 
justments to take place before a 
cost study was run for the subse- 
quent 12-month period. Our ex- 


Paper 
Aluminum master plates 


reproducing pencils. 


over a period of 10 years 


costs of one year’s printing operation 


Wages, $1.43/hr., 8 hrs./wk., 50 wks./yr. 


Miscellaneous supplies; paper masters, ink 
Bimonthly inspection visits @ $22.50 /visit 


(There was no charge for the first inspection.) 
Depreciation of the machine, $2808.32, amortized 


Depreciation of the paper cutter 


$ 572.00 
1124.87 
150.40 


173.03 
112.50 


280.83 
53.48 


Total $2467.11 


HOSPITALS, J.A.H.A. 


| 


penses during the first 12 months © 


of operation are shown in the ac- 
companying table. 

Overhead expenses were not in- 
cluded in the $2467.11 total be- 
cause it was felt that they would 
not appreciably affect the results. 
If they were included, it would 
only be good aceounting to include 
the cost of issuing the weekly pur- 
chase orders for printed forms un- 
der our former system (which, in- 
cidentally, industry computes at 
something just over $5 per order, 
including the original purchase 
order, receiving copy, voucher, 
check, etc.). 

As has been stated, for the 12- 
month period immediately preced- 
ing the purchase of the machine, 
our cost for purchased forms 
amounted to $4415.62, indicating 
that the actual saving was 
$1948.51. Our original estimate of 
savings, 56.6 per cent of the cost 
of purchased forms, did not in- 
clude depreciation or the bimonth- 
ly inspection. Actual savings, 
therefore, were slightly less— 
54.2 per cent of the cost of pur- 
chased forms. During this first year 
of operation we had a rather high 


expense for aluminum master 


‘plates. As aluminum masters are 


acquired for all the standardized 
forms, this cost will automatically 
decrease. 


COSTS PER PATIENT DAY 


This saving can be viewed in 
another way. For the 12-month 
period preceding the purchase of 
the machine, the hospital had a 
total of 47,449 patient days. Cost 
per patient day for purchased 
forms was 9.31 cents. For the 12 
months of using our offset equip- 
ment, we had a total of 51,568 
patient days. Using these figures, 
the cost per patient day for print- 
ing our own forms amounted to 
4.78 cents—just half the previous 
year’s cost. If expenses can be cut 
in half in utilizing this machine 
just one day a week, the possi- 
bilities if it were utilized five or 
six days per week are even more 
attractive. As a result of owning a 
duplicating machine, Elkhart Gen- 
eral Hospital has been able to 
revise many long-outdated forms 
with a minimum of effort and ex- 
pense. We have also taken on many 
smaller printing jobs long over- 


due. Hospital employees now have 
a house organ and we now produce 
the monthly report of the hospital 
auxiliary. By printing the last copy 
of the monthly financial statement 
on a paper master, we produce a 
financial report that shows each 
month’s operation for the year. 
This is mailed to each member of 
the governing board. 

Our short run, nonpermanent 
forms are of a much higher quality 
and are produced more easily and 
at reduced cost. After one year’s 
experience with the machine, we 
feel that we are ready to take on 
more advanced printing tasks, ex- 
perimenting with half-tone work, 
producing the annual report, and 
so on. As time goes on and the 
number of patient days increases, 
we believe the greater utilization 
of the machine will further lower 
the cost of printed forms. 

Elkhart General Hospital’s costs 
for printed forms were not appre- 
ciably higher than in other hospi- 
tals of comparable size and type. 
However, by making the decision 
to install a printing operation, we 
believe we have realized signifi- 
cant savings. bad 


and sufjily 


New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for .informational pur- 
poses and such inclusion does 
not. constitute endorsement by 
the American Hospital Asso- 
ciation. 


New automatic parking system 
(7D-1) 

Manvfacturer’s description: Eliminating 
the need for attendants or meters, 
this parking system has an auto- 
matic gate operated by electronic 
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Paperware (7D-2) 
cooler (7D-3) 


__..Emergency lamp (7D-5) 
and out register (7D-6) 


(7DL-1) 
__...Foed service equipment (7DL-2) 
__.._ Adhesives and sealers (7DL-3) 
_....Personnel training (7DL-4) 


NAME ond TITLE. 


automatic parking system (7D-1) 


Built-in combination cabinet (7D-4)! 


Radioactivity measuring instruments 


PRODUCT NEWS 


_Walking aid (7D-7) 
Perous elastic adhesive tape (7D-8) 


rubber gloves (7D-9) 


$elf-closing faucet (7D-10) 
__Masonry fill insulation (7D-11) 
__ Traction strip (7D-12) 


PRODUCT LITERATURE 


R itators and accessories (7DL-5) 
Timed disintegration capsules (7DL-6) 
papers (7D1L-7) 

Medical records (7DL-8) 
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Meine cke 
helps you serve 
more better 


LARGE COLORFUL 
EASY-TO-READ 


INSTRUCTION CARDS 


ond Bed 2 
Card Holders 


signal 


doctors’ 


instructions ... 


changes in 

orders 

@ Save time for 
hospital 
personnel 

@ protect 
patients 


@ serve as guide 


to visitors 


Fill in quantity of each 
wanted on this handy list 
and send with your order. 


Absolute Rest 
Absolute Bed Rest 
R.M.R. 

Chaplain Calling 
Clergyman Calling 
Clinitest Every 


Specimen 
Clinitest 7-11-4-9 


Do Not Disturb 
De not Disturb— 
B.M.R. in A.M, 
[} Do Not Disturb— 
E.K.G. 


not Enter 
E.K.G. 


Feed With Care 
Fluids Restricted 
Force Fluids 
Going to O.R. 
Going to Physical 
Therapy 

Going to X-Ray 
Hold Breakfast 
Holy Communion 
ice Chips Only 
intake and Output 
Isolation 
Isolation— 
Gown Only 
Keep Fiat 
Liquids Only 
Measure Intake 
and Output 
Measure Urine 
Night Nurse 
Sleeping 

No Ice Water 
Nothing by Mouth 


[] Nothing by Mouth 
After *'2400°' 

[] Nothing by Mouth 
After Midnight— 
Ist Day G.!. Series 
No Smoking 
No Visitors 
No Visitors for a 
Few Minutes— 
Patient Taking 
Treatment 
Omit Breakfast 
Omit Breakfast 
and Hold Dinner 

[_} One Visitor at 
a Time 
Out of Order 
Oxygen Being 
Given 
Patient Sleeping 
Precaution 
Quiet Please 
Radium 
Remove Packing 
Save Specimen 
Save Stool 
Save Urine 
Sips of Water 
Only—Biood Sugar 
in A.M 
Special Diet 
Special Tests 
Sterile 
Strict lsolation— 
Gown & Mask 
Test Urine 
Transfusion 
Turn .. . Hour 
24 Hr. Urine 
Specimen 


Unsterile 

Urine Specimen 

Visitors Limited 
Water Only 


Price: $2.16 per dozen assorted 


Size: 4” x 6” 
Card Holders 


Price per Doz. 


Lots of 1 Doz., 3 Doz., 6 Doz. 


Aluminum for 


ROUND Bed Rails 


Aluminum for 


SQUARE Bed Rails 
Stainless Steel for 
UND Bed Rails 10.35 

Stainless Steel for 
SQUARE Bed Rails 11.35 


8.50 7.85 7.40 

8.50 7.85 7.40 
9.60 8.85 
10.50 


Meinecke & COMPANY, INC. o 


Over 65 years of continuous 
service to the hospitals of America 


221 Varick St. © New York 14 


Branches in Los Angeles, Dallas, 
Chicago and Columbia, S.C. 


controls activated by the insertion 
of a coin or coins into the coin slot. 
The coin collector adjusts to any 
rate from 5 cents to $1.35 and can 
be coin or token operated. The coin 
box features a self-locking cash 
vault and a capacity counter to 
assure a parking space for all 
customers. Gate is closed by car 
passing over treadle. Parcoa Di- 
vision, Johnson Fare Box Co., 
Dept. H7, 4619 N. Ravenswood 
Ave., Chicago 40, Ill. 


Paperware (7D-2) 
Manufacturer's description: Set of paper- 


ware is printed in blue dot design 
and all plates, bowls, and hot cups 
are plastic-coated for serving hot 


or cold food. The cups have handles 
that are part of the cup. They offer 
quiet service and eliminate dish- 


washing and breakage problems. 


Sutherland Paper Co., Dept. H7, 
243 E. Paterson St., Kalamazoo, 


Mich. 


Wall-mounted cooler (7D-3) 

Manvfacturer’s description: This new 
cooler, mounted on the wall off the 
floor for easier maintenance, has 


no outside 
no dirt-traps behind the cooler, 
and presents no maintenance prob- 
lems. It has a stainless steel top, 
contoured for .easy cleaning. It is 
available in three sizes, 6, 11 and 
16 gallon. The Halsey W. Taylor 
Co., Dept. H7, Warren, Ohio. 


Built-in combination cabinet 
(7D-4) 


Manufacturer's description: Stainless 


steel cabinet, designed to serve 
three operating room needs, com- 
bines a functional instrument cabi- 
net, storage cabinet, and an x-ray 


viewing box. The instrument stor- 


age section contains five adjustable 


glass shelves. Instruments can be 
seen through the plate glass fitted 
into the flush door, which includes 
a key-in-handle lock. The x-ray 
viewing box, lighted by two fluo- 
rescent tubes, is equipped with an 
explosion-proof switch. The 
double-walled storage section has 
an adjustable shelf. The entire 


cabinet is finished with an inte- 


gral flange completely around the 
unit. S. Blickman, Inc., Dept. H6, 
Weehawken, N.J. 


Emergency lamp (7D-5) 

Manufacturer's description: Combination 
automatic emergency light and 
portable carrying handlamp. The 
unit plugs into any standard 115- 
volt a.c. outlet and furnishes emer- 
gency lighting instantly and auto- 
matically when the regular source 
of power fails. A carrying handle 
and fingertip on-and-off switch are 
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provided for use when the unit is 
used as a handlamp. Uses 7 %-volt 
dry batteries. The adjustable flood 
type head will furnish approxi- 
mately three hours of emergency 
lighting. Electric Cord Co., Dept. 
H6, 21 Spruce St., New York 38, 


In and out register (7D-6) 

Manufacturer's description: This fully 
automatic dial-in system gives 
doctors the freedom to use any of 
the hospital entrances. Tailored to 
large hospitals, this unit is 
equipped with a dial and three 
lamp and push button combinations 
marked in, out, and proceed. The 
doctor passes through the entrance 
convenient for him, dials the 
number assigned to him and 
presses the “in’’ button. The infor- 


mation is automatically’ trans- 
mitted to the central -control cabi- 
net. The telephone operator has a 
phone-sized instrument with which 
she can dial the doctor’s number 
and learn whether he is in or out, 
depending on the light signal she 
receives. Auth Electric Co., Inc., 
Dept., H7, Long Island City 1, N.Y. 


Walking aid (7D-7) 
Manufacturer's description: Equipped with 


an automatic safety brake, this 
invalid walker is a new tool in re- 


habilitation. The brake is instant 
and automatic. Only a slight ad- 
ditional pressure on the handle bar 
is needed to activate the brake if 
the patient stumbles, loses his 
balance or if he wants to rest. The 
brake also helps the patient to 
enter the walker himself directly 
from bed or chair, and less assist- 
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ance is required from the very be- 
ginning of a gait rehabilitation 
program. The walker can be folded 
for transporting or storage. Adult, 
junior, and infant sizes are availa- 
ble. Sundberg Instruments, Dept. 


H7, 603 West Ninth St., San Pedro, 


Calif. 

Porous elastic adhesive tape 
(7D-8) 

Manvfacturer’s description: A porous 


elastic adhesive tape features a 
process that creates holes through 
the adhesive mass so that perspi- 
ration can escape from the skin. 


This ability to sustain continuous 
moisture transmission’ increases 
patient comfort and minimizes a 
possible cause of adhesive tape ir- 
ritation. Supplied in a flesh tone, 


the tape comes in rack rolls cut in 
1, 2, 3, and 4-in. widths. Each cut 
width is individually wrapped in 
protective glassine paper. Johnson 
& Johnson, Dept. H7, New Bruns- 
wick, N.J. 


Disposable rubber glove (7D-9) 
Manufacturer's description: Disposable 


latex surgeons’ gloves are 30 per 


cent thinner at the finger tips than 
the average latex gloves. They are 
also 30 per cent heavier at the 
wrists where extreme stretching 
occurs when gloving the hand. 
Snug-fit, flat wrists prevent the 
possibility of distracting roll-down 
during surgery. The gloves are 
available in white or brown latex. 
They are packaged ready for steri- 


Day In 
and 
Day Out 


There is still no better 
method of obtaining 
clean, sterile dressings 
from an autoclave than 
the routine use of time- 


tried Diack Controls. 


Go back to the first princi- 
ples of cleanliness and ste- 
rility and you will control 
the staph problem. 


SMITH & UNDERWOOD, Royal Oak, Michigan 


Sole manufacturers of Diack Controls and Inform Controls 


EVES EV EVES 


Since 1909 


@ fa 
> 
¥ 
| 
¢ 
i 
| 
| 1909 1959 


lization according to approved hos- 
pital techniques in a _ peel-back 
outer wrap and a wallet-type inner 
wrap. An envelope of powder is 
included with each pair. Massillon 
Rubber Co., Dept. H7, Massillon, 
Ohio. 


Self-closing faucet (7D-10) 
Manufacturer's description: This faucet 


has a cam and straight-lift piston 
action which practically eliminates 
leaking and need for maintenance. 
It will remain open at any desired 
water flow leaving both hands free, 
yet the final closing and seating is 
automatic. Opening the faucet is 


by hand but, before a half turn is 
accomplished manually, two things 
happen: The vertical piston and 
stem is in free position, and a 
spring takes over to close or seat 
the valve. Water pressure pushing 
up against the bottom of the valve 
in the direction of closing applies 
pressure, helping to seat the valve 
and ensure a positive and perma- 
nent seal. Kel-Win Manufacturing 
Co., Dept. H7, Richmond 30, Va. 


Masonry fill insulation (7D-11) 

Manufacturer's description: Water-repel- 
lent insulation solves the problem 
of moisture in masonry walls and 
makes possible substantial savings 
in the cost of construction. .Ma- 
sonry fill insulation eliminates ad- 
ditional insulation or finish 
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materials. The material can cut 
heating loss by over half, repre- 
senting substantial savings on the 
cost of heating or cooling. Zonolite 
Co., Dept. H6, 135 S. LaSalle St., 
Chicago 3, Ill. 


Traction strip (7D-12) 

Manufacturer's description: Self-adhering 
traction strip is made from poly- 
urethane foam with a flannel back- 
ing coated with non-allergic ad- 
hesive. It is lightweight, strong, 
and will not crumble. The strip 
provides maximum aeration to 
skin surfaces while the patient 


experiences no thermal reaction or 
irritations. It eliminates shaving, 
skin preparation, or slippage. The 
strip is available in adult, junior, 
and infant sizes. Zimmer Manu- 
facturing Co., Dept. H7, Warsaw, 
Ind. 


literature 


SEE COUPON, PAGE 79 


Radioactivity measuring instruments 
(7DL-1)—Catalogue describes 
more than 125 products for detect- 


ing, counting and recording radio- © 


activity. The catalogue describes 
more than 35 new products in- 
cluding a line of radioactive stand- 
ards, radio-compounds, and high 
intensity beta and gamma sources. 
Nuclear-Chicago Corp., Dept. HL7, 
229 W. Erie St., Chicago 10, Ill. 
Food service equipment (7DL-2)— 
Catalogue of stainless steel steam 
table pans with flat and dome type 
covers. Range of sizes, in heavy 
gauge, medium gauge and perfor- 
ated construction is listed. Bloom- 
field Industries, Dept. HL7, 4546 
W. 47th St., Chicago 32, Ill. 
Adhesives and (7DL-3)— 
Catalogue describes adhesives for 
installing tile, wood block flooring, 
carpet tacking strips to concrete or 
wood floors, and all types of insu- 
lation. Also described are primers 
for priming masonry, concrete and 
wood before sealing, a cleaner for 
preparation of surfaces to be 
sealed and a two-part compound 
mixer for mixing sealers. Minne- 
sota Mining and Mfg. Co., Dept. 
HL7, 411 Piquette Ave., Detroit 2, 
Mich. 

Personnel training (7DL-4)—Edu- 
cational materials for use with 
professional and nonprofessional 
hospital employees. Tips and tricks 
for good grooming and on-the-job 
examples on appearance. Bristol- 
Myers Co., Dept. HL7, Educational 
Service Dept., 45 Rockefeller Plaza, 
New York 20, N.Y. 


sealers 


Resuscitators and accessories (7DL-5) 
—A 16-page catalogue presents 
the latest models in this resusci- 
tator and accessory line. One of the 
most recent additions to the line is 
an explosion-proof infant bassinet 
resuscitator, listed by Under- 
writers’ Laboratories and Canadian 
Standards Association as safe for 
use in anesthetizing areas. Ask for 
Catalogue No. 4781. Ohio Chemical 
& Surgical Equipment Co., Dept. 
H7, 1400 East Washington Ave., 
Madison 10, Wis. 


Timed disintegration capsules (7DL- 
6)—Brochure RL2 illustrates a line 
of more than 30 timed disinte- 
gration capsules. The colors and 
sizes of the capsules as well as the 
granules are shown, along with 
more detailed descriptions. Nysco 
Laboratories, Inc., Dept. H7, 34-24 
Vernon Blvd., Long Island City, 6, 
N.Y. 


Mural papers (7DL-7)—Two types 
of 60-inch wide mural papers are 
shown and described in this kit. 
Descriptions of the company’s 
standard 42-in. and 54-in. photo- 
graphic mural papers are included. 
Dassonville Co., Ltd., Dept. H7, 
Newton, N. J. 


Medical records (7DL-8)—A four- 
page booklet describing the bene- 
fits of unitizing microfilmed rec- 
ords is entitled, “‘There’s a New 
Way to Keep Your Medical Rec- 
ords Straight’’. Microline Products 
Group, Ozalid Division, Dept. H7, 
General Aniline and Film Corp., 
29 Corliss Lane, Johnson City, N.Y. 
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Committee Stymies Housing Bill pers 


A Democratic-sponsored omnibus housing bill, first 
major legislation relating to the health field to be 
tackled in this session of Congress, is still caught in 
budget debate. The House bill contains sections au- 
thorizing federal loans for construction of: 1. student 
nurse and intern housing; 2. proprietary nursing 
homes; 3. housing for the elderly. Late in March the 
bill was still waiting to be reported out to the House 
floor by Rep. Howard W. Smith’s (D-Va.) Rules 
Committee. Republican leadership in the House and 
Senate have termed the housing bill extravagant and 
inflationary. Partisan conflict over the bill will con- 
tinue to delay its passage. Congressional leaders be- 
lieve that the bill will not be reported out for House 
action until after Congress’ Easter recess. 


Asks Speeded ‘Medicare’ Billing 


‘‘Medicare” officials are concerned over increasing 
number of delayed billings being submitted under 
the program. In a special March bulletin, the Army’s 
Office of the Surgeon General makes the following 
points: 

1. Future Claims—Hospitals should obtain all neces- 


sary information, including “medicare” permit at 
the patient's initial visit. “Medicare” bulletin reports 
that “it is particularly important to examine the 
DD Form 1173 (uniformed services identification and 
privilege card) and to obtain and record the required 
information therefrom, or to obtain adequate docu- 
mentation establishing that the patient is an eligible 
dependent of an active duty member of the uniformed 
services. Physicians and hospitals are urged to submit 
claims as soon aS care has been terminated.” ‘ 
2. Old Claims— Hospitals are urged to complete and 


submit old claims as soon as practicable. Brig. Gen. 


Floyd L. Wergeland, “medicare” director, advises 
hospitals that “progress in cleaning up old claims 
and progress in cutting down the time-lag between 
termination of care and submission of claims will 
be the subject of inquiry on future visits to con- 
tractors by representatives of the Office for De- 
pendents’ Medical Care.” 


Revenue Ruling Benefits Hospitals 


A 1958 amendment of the Internal Revenue Code 
which exempts nonprofit educational organizations 
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STOPS IN 


The large selection of useful accessories makes 
Hausted Wheel Stretchers the ultimate in im- 
proved patient care. Regardless of your budget, 
there are Hausted Stretchers to meet your needs. 


For detailed information, write 


THE HAUSTED MANUFACTURING co. 
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WHEEL STRETCHERS| 


WHEN SELECTING FUND- 
RAISING COUNSEL, CHECK 
BEFORE YOU CHOOSE 


e Experience Over 45 years 


e Methods Time and success tested by 
ethical, financial and business 
standards 

e Record Over 3900 appeals in 46 states 


totaling more than $300,000,- 
000 raised for goals ranging 
from $50,000 to $20,000,000 


No obligation for a preliminary investigation of 
your fund-raising potential and cost estimate. 


American Cit ly Bureau 


3520 Prudential Plaza, Chicago 1, Illinois 
New York & West Coast Representatives 


FOUNDING MEMBER AMERICAN ASSOCIATION OF FUND-RAISING COUNSEL 
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C HY M A RY 


in asthma, bronchitis, rhinitis and sinusitis 


Chymar Aqueous was used as adjunctive 
therapy for 60 patients suffering from 
asthma, bronchitis, rhinitis or sinusitis. ‘‘In 
the majority (48) of these cases, improve- 
ment was demonstrated by easier breathing, 
improved vital capacity, thinning of bron- 
chial secretions, ability to raise sputum more 
freely and a reduction in the amount of ex- 
pectoration.”’' In 2 other studies, Chymar 
was used with good success in treating 45 
cases of asthma.’:* Supplied in 5 cc. multi- 
ple dose vials with 5000 Armour Units per ml. 
Also available as Chymar in Oil. 1. Parsons, D. 
J.: Clinical Medicine 5:1491,1958. 2. Diaz, E.S.: Revista de 


la Confederacion Medica Panamericana 5:402, 1958. 3. Diaz, 
E. S.: Sinopsis Medica Internacional 6:20 (March) 1958. 


Chymar Aqueousisalsoindicated _ 

for systemic anti-inflammatory AAs 
action in obstetrics, gynecology, 

dermatology, surgery, accidents | 

and eye diseases. ARMOUR 


ARMOUR PHARMACEUTICAL COMPANY - KANKAKEE, ILLINOIS 


A Leader in Biochemical Research 


from various federal excise taxes will benefit certain 
hospitals operating schools of nursing or other 
school activities. 

The exemption applies to the federal taxes on 
communication services and on the transportation 
of passengers, as well as the federal gasoline tax, 
the tax on certain office equipment, and numerous 
other federal excise taxes which may occasionally 
be of concern to hospital schools. 

Temporary Treasury Department rules state that 
the exemption applies to “a school operated as an . 
activity of an organization described in Section 501 


(ec) (3) which is exempt from income tax under 


Section 501 (a), provided such school normally main- 
tains a regular faculty and curriculum and normally 
has a regularly enrolled body of pupils or students 
in attendance at the place where its educational 
activities are regularly carried on.” 

The effect of this rule is that where a hospital is 
exempt from income tax under Section 501 (c) (3) 
of the code, its operation of an educational activity 
which meets the stated conditions regarding faculty, 


* curriculum, and student body, will qualify for exemp- 


tion from these excise taxes, but only with respect 
to such activity. 

The rules contain forms or exemption certificates 
to be used by nonprofit educational organizations in 
claiming the exemption and directions for the use of 
the forms. A copy of the rules, published in the 
Federal Register, Dec. 25, 1958, as Treasury Decision 
6344, may be obtained from the offices of the district 
directors of internal revenue. District directors are 
also prepared to answer questions relating to specific 
exemption situations or to administrative problems. 


EXEMPTION RELATES TO DISCLOSURE ACT—The 
Department of Labor has made available its solic- 
itor’s memorandum dealing with the exemption, un- 
der the Welfare and Pension Plan Disclosure Act, 
of plans “administered” by certain tax-exempt or- 
ganizations, including nonprofit hospitals. The con- 
clusion reached is that an organization exempt from 
income tax under section 501 (c) (3) or 501 (c) (4) 
of the Internal Revenue Code is, without having to 
meet any further condition, exempt from the dis- 
closure act when it is administering a plan for the 
benefit of its employees. 

Copies of the solicitor’s memorandum may be 
obtained from the Bureau of Labor Standards, De- 
partment of Labor, Washington 25, D.C. 


New Research Institute 


Sen. Lister Hill (D-Ala.) has predicted that the 
Senate Labor and Public Welfare Committee will 
recommend a new Institute for International Medical 
Research, with a $50 million authorization, despite 
Eisenhower administration objections. | | 

The legislation, sponsored by three-fifths of the 
Senate, would establish the new institute within the 
National Institutes of Health under the Department 
of Health, Education, and Welfare. 

The administration, instead, would prefer to vest 
basic statutory authority for such a program in the 
President with the expectation that it would be 
executed by the secretary of HEW under the “policy 
guidance”’ of the secretary of state. 


125,000 Beds for VA 
President Eisenhower has endorsed a_ proposal 
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that the Veterans Administration have 125,000 hos- 
pital beds. 

While this endorsement in no way changes basic 
law (the law does not state how many beds VA 
should have), VA believes it will pave the way for 
clearer policies in the operation of its 171 hospitals. 

The chief advantage is seen in the VA’s authority 
to meet changing demands by shifting beds from one 
area to another and from one medical use to another. 

Sumner G. Whittier, VA administrator, said the 
endorsement will provide “for the first time a sound 
basis for long-range planning in modernization and 
construction of new facilities.”” He termed the Presi- 
dent’s statement a “real milestone’”’ for VA hospitals. 

Under current law VA must hospitalize all vet- 
‘erans with service-connected illnesses and, within 
the limits of available beds, it must hospitalize non- 
service-connected cases when veterans are unable 
to pay. 

VA estimates that about 60 per cent of its beds 
today are occupied by veterans with nonservice- 
connected disabilities. Mr. Whittier said that under 
the new presidential endorsement of 125,000 beds, 
VA will “be able to provide even more beds than at 
present for nonservice-connected cases because of a 
leveling off in the service-connected demand.” 


Federal Employees’ Health Care 


A Senate committee plans hearings this month on 
legislation to provide health insurance benefits for 
two million federal civilian employees and their 
families. 

No hearings areas yet contemplated by the House, 
but a new bill offering a more flexible method of 
choosing the prepayment health care plans to pro- 
vide employee coverage has been. introduced by 
Rep. Joel Broyhill (R-Va.). 

Rep. Broyhill said his bill is not designed to re- 
place the one supported by the federal employee 
unions, but is an alternative for congressional study. 

The Broyhill bill seeks to gear health care cover- 
age to local economic and hospital conditions by 
providing that selection of a plan be made by the 
majority of federal employees in each geographic 
area. Rep. Broyhill believes this may result in lower 
premiums to employees and the government. 

The Broyhill and union bills propose the same bene- 
fits. The federal government would pay two-thirds 
of the stipulated cost of basic hospital and health 
care coverage. The government, in addition, would 
carry the full subscriber cost of major medical cover- 
age which would pay up to 75 per cent of the cost 
of major care. Such costs are not written into the 
Eisenhower budget for the next year. 


Nonprofit Groups and Workers Insurance 


Assistant Secretary of Labor Newell Brown told 
a recent meeting of the Social Legislation Informa- 
tion Service that workers in nonprofit organizations 
should receive unemployment insurance protection. 

He said that 1.3 million of the 13 million workers 
who do not have this protection are employed in 
nonprofit organizations with religious, charitable, ed- 
ucational, scientific, or humane purposes. More than 
half of the 1.3 million workers are employed in 
hospitals. 

Mr. Brown said that many of the jobs performed 
for the nonprofit organizations are the same as those 
in organizations, including proprietary hospitals, 
covered by unemployment insurance. 
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_A “ready-to-use” wet 


HOSPITAL TIME-SAVER 


dressing that soothes 
and relieves irritation 


soft, cotton flannel pads saturated 
with witch hazel (50%) and glycerine 
(10%), pH about 4.6 


At one third the cost of hospital-prepared 
dressings, TUCKS save time and trouble. 


Multiple-use TUCKS are ideal in pro- 
viding aa and convenience in bedsore 
l 


therapy, localized eruptions, pruritus ani 
and vulvae, hemorrhoids, after anorectal | 
Surgery or episiotomy, or whenever a mild, 


soothing, wet dressing is needed. 


For your trial supply simply fill out below. 
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personnel changes 


@ 8B. J. Caldwell has been appointed 
administrator of Hollywood Pres- 
byterian Hospital-Olmsted Me- 
morial, Los Angeles. He was for- 
merly administrator of the Me- 
morial Hospital of Glendale 
(Calif.). Mr. Caldwell holds a 
master’s degree from the Univer- 
sity of Southern California. 


@c. F. Christensen has been ap- 
pointed administrator of Sheridan 
Memorial Hospital, Plentywood, 
Mont. He was formerly manager of 
a private business. 


@ J. W. Cook has been appointed ad- 


ministrator of Morningside Hospi- 
tal, Los Angeles. He was formerly 
business manager and assistant to 
the director of Inter-Community 
Hospital, Covina, Calif. 


@ Robert C. Couch has been ap- 
pointed administrator of Uplands 
Cumberland Medical Center, 
Crossville, Tenn. He had pre- 
viously been administrator of 
Cherokee County Hospital, Centre, 
Ala. Mr. Couch is a graduate of the 
Georgia State College of Business 
Administration program in hos- 
pital administration. 


@ Roy C. House has been appointed 
administrator of Wesley Hospital, 
Wichita, Kans. He was formerly 
administrator of Marion (Ind.) 
General Hospital. Mr. House is a 
graduate of the Northwestern Uni- 
versity program in hospital ad- 
ministration. 


@ Eleanor Hurd has been appointed 
assistant administrator of Wind- 
ham Community Memorial Hos- 
pital, Willimantic, Conn. She was 
formerly director of nursing at the 
hospital. 


@ Theodore F. Koap Jr. has been ap- 
pointed administrator of Beaver 
Valley General Hospital, New 
Brighton, Pa. He was formerly ad- 
ministrator of Mennonite Hospital, 
Bloomington, Ill. Mr. Kaap is a 
graduate of the Northwestern Uni- 
versity program in hospital admin- 
istration. 

Charles G. Adams has been ap- 
pointed acting administrator of 
Mennonite Hospital. He was for- 
merly business manager and as- 
sistant administrator of the hos- 


pital. 
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@ William A. Kozma has been ap- 
pointed administrator of Brook- 
haven Memorial Hospital, Pat- 
chogue, N.Y. He was formerly ad- 
ministrator of Long Beach (N.Y.) 
Memorial Hospital. Mr. Kozma is 
a graduate of the Columbia Uni- 
versity program in hospital admin- 
istration. 


@ James H. McCracken has been ap- 
pointed administrator of Valley 
Children’s Hospital, Fresno, Calif. 
He was formerly assistant superin- 
tendent of Stanford University 
Hospitals, San Francisco. Mr. Mc- 
Cracken succeeds Hans S$. Hansen 
who has been appointed adminis- 
trator of Selma (Calif.) Com- 
munity Hospital. 


@ George J. Riesz has been appointed 
administrator of Lady Minto Hos- 
pital, Chapleau, Ontario, Canada. 
He was formerly administrator of 
the outpatient department and 
administrative assistant at New 
Mt. Sinai Hospital, Toronto, On- 
tario. Mr. Riesz is a graduate of 
the University of Toronto’s pro- 
gram in hospital administration. 


Deaths 


@ Robert Guy Blackwelder, M.D., su- 
perintendent of Western State 
Hospital, Hopkinsville, Ky., died 
on Feb. 1. He had been superin- 
tendent of the hospital since Sep- 
tember 1957 and had previously 
served as a psychiatrist at the hos- 
pital. Milton M. Green, M.D., has been 
appointed acting superintendent of 
Western State Hospital. 


@ F. William Burg Jr. died on Feb. 
l at the age of 39. He had been 
administrator of Jeanes Hospital, 
Philadelphia, for the past five 
vears. He had also been an as- 
sistant administrator of Chester 
(Pa.) Hospital. Mr. Burg is sur- 
vived by his widow, Ruth B., and 
by two daughters, Brenda and 
Connie. 


@ Harry A. Cheplin, M.D., executive 
director of Lakeside Hospital, 
Copiague, N.Y., died at his desk 
on March 2, following a heart at- 
tack. Dr. Cheplin had been ad- 


_ministrator of the hospital since 


1956. He was formerly head of 
Cheplin Biological Laboratories, 
Syracuse, N.Y., which was one of 


the largest manufacturers of peni- 
cillin during World War II. Dr. 
Cheplin is survived by his widow, 
Hannah; a son, Gregory, and two 
daughters, Gloria C. Lempke, 
M.D., and Muriel Silbar. 


Feb. 27 at the age of 74. He was 


the retired president of the former 
Combes Sanitarium for Mental and 
Nervous Diseases, Flushing, N.Y. 
Dr. Combes is survived by his 
widow, Gladys E.; a son, Abbott 
C., 3d; a daughter, Mrs. John D. 
McNeil; three brothers, Richard S.., 
Rodney D., and J. D. Combes, M.D.; 
a sister, Mrs. Rodney D. Wal- 
bridge, and six grandchildren. 


@ Howard B. Hatfield died March 11 
at the age of 53. He had been ad- 
ministrator of Long Beach (Calif.) 
Community 
Hospital since 
1950 and was 
president of the 
California Hos- 
pital Associa- 
tion at the time 
of his death. 
Prior to accept- 
ing the position 
at Long Beach, 
Mr. Hatfield had 
served in ad- 
ministrative posts with San Pedro 
(Calif.) Community Hospital and 
Scripps Memorial Hospital, La 
Jolla, Calif. Mr. Hatfield was a 
fellow of the American College of 
Hospital Administrators, had been 
a member of the American Hos- 
pital Association’s House of Dele- 
gates in 1956-57, and was a mem- 
ber of AHA’s Joint Committee 
with the American Association of 


MR. HATFIELD 


‘Nurse Anesthetists. He is survived 


by his widow. 


@ Herbert N. Morford died on March 


7 at the age of 61. He had been 


administrator of Riverside Hospi- 
tal, Boonton, N.J., for three years 
at the time of his death. Mr. Mor- 
ford had previously served as ad- 
ministrator of hospitals in Far 
Rockaway, N.Y.; Brooklyn, N.Y.; 
Syracuse, N.Y.; Winsted, Conn.; 
Summit, N.J., and Baltimore. He 
was a fellow of the American Col- 
lege of Hospital Administrators 
and was active in New Jersey 
Hospital Association activities. Mr. 
Morford is survived by his widow, 
a son, and a daughter. 
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Legal matters of interest to the hospital field prepared by 
the law department of the American Hospital Association 


Health Insurance: a Gambling Contract? 


Some patients are covered by more than one hos- 
pitalization insurance plan. On occasion an insured 


individual receives payment from more than one in- | 


surer and may even emerge from his hospitalization 
with a profit on the venture. | 

Most hospitalization insurers protect themselves 
from being victimized by multiple claims for the 
same illness through appropriate language in the 


insurance policy. Generally an insurer will pay only 


_ a pro-rata portion of the expenses of illness if more 
than one carrier covers the same risk. State insurance 
codes usually allow this procedure. 

An extreme situation arose in a South Carolina 
case in which the insured covered the same risk by 
nine different policies. The defendant company re- 
fused to pay, asserting that the policyholder was not 
buying insurance but was, in fact, engaged in wager- 
ing contracts. The insurer maintained that this was 
pretended insurance because the insured could not 
possibly sustain a loss if the misfortune insured 
against actually occurred. Furthermore, the company 


pleaded, to allow multiple reimbursement for the © 


same hospital expenses would violate public policy. 

The South Carolina Supreme Court held against 
the company in Batchelor v. American Health Insur- 
ance Co., 27 Law Week 2412, decided Feb. 5, 1959. A 
wagering policy, said the court, may be defined as 
one where the insured has no insurable interest. The 
policyholder in this case had an insurable interest in 
his own health and could have sustained a loss if 
hospitalized. 

South Carolina has a statute which permits an in- 
surer to provide pro-rata benefits if there is other 
insurance covering the same risk. The company could 
have included the “insurance with other insurers” 
clause in its policy. It failed to do so, hence there 
was no barrier to payment of the benefits. No 
public policy could be found by the court which 
would prevent one from purchasing as many hospi- 
talization insurance policies as desired. 


Hospitalized Prisoners and Tort Claims 


The Federal Tort Claims Act allows suits against 
the United States under certain conditions, if the 
plaintiff suffered injury through negligence of the 
government. One of the major exceptions applies to 
servicemen injured in federal hospitals as an “inci- 
dent to the service.” 

A civilian plaintiff sued because of damages al- 
legedly received at a Public Health Service hospital 
in Berman v. U. S., 27 Law Week 2412, USDC EDNY, 


This material is not legal advice. The information on this page should not be 
used to resolve lego! problems. For advice on such problems a hospital should 
consult a member of the lecal bor. 
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decided Feb. 10, 1959. He had been committed to the 
hospital after conviction for unlawfully possessing 
narcotics. There was precedent holding that a pris- 
oner could not recover under the Federal Tort Claims 
Act, but the previous cases involved injuries related 
to imprisonment and not to a stay in a public hospital. 
By analogy, prisoners had been likened to servicemen 
and were denied the benefits of the act. Both service- 
men and prisoners are afforded the possibility of 
compensation under other statutes specifically cover- 
ing their status. 

The court in this case determined that it is imma- 
terial whether the prisoner was confined to a prison 
or to a hospital owned and operated by the United 
States. He was, nonetheless, a prisoner. Servicemen 
and prisoners have a similar relationship to the gov- 
ernment, one distinctively federal in character. Nei- 
ther chooses the place where he is to serve. The 
Federal Tort Claims Act was intended to permit 
suits against the United States as if the latter were 
a private person in the place where sued and thus 
recognizes the divergencies of the law in many states. 
It would not be: fair to subject a person to the law 
of a state where he is temporarily located without 
choice. Therefore, neither servicemen nor federal 
prisoners were intended to be subject to the act. 


Blood Type and County Immunity 


County hospitals in California have enjoyed im- 
munity from liability for negligence for many years. 
Whether the immunity had loopholes was tested in 
a recent appellate case in that state. 

The plaintiff complained of injuries as a result of 
receiving a transfusion of the wrong type of blood. 
He had been a paying patient and requested the court 
to overrule the precedent which had denied recovery 
against county hospitals in such instances. The court 
replied that it is for the legislature or the state’s 
Supreme Court to change the rule; intermediate ap- 
pellate courts are bound by prior decisions. 

The plaintiff further contended that his situation 
came within the meaning of the state statute which 
permits recovery from a county hospital where a 
dangerous or defective condition of public property 
is allowed to exist. He asserted that the hospital em- 
ployed an incompetent and unlicensed technician to 
perform the blood tests and that this constituted a 
dangerous and defective condition. 

The court did not agree, holding that the suit was 
based upon negligence of a hospital employee who 
was acting within the scope of his employment and 
was not based upon a condition of public property. 
So far the county hospitals in California are immune 
from liability for the negligence of their employees. 
Durst v. County! of Colusa, 9 Neg. Cases 2d 93 (Cal. 
App., 1958). 
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LAW IN BRIEF 


OHIO SURVEY INDICATES— 


Hospitals Must Plan Expansion Together 


A study of 63,616 cases discharged from 42 hospitals in northeast Ohio 
during a three-month period showed that most patients go to relatively 
distant hospitals even though equal facilities are available nearby. 

The analysis was made by the Citizens Hospital Study Committee of 
Cleveland. The committee was organized in 1955 to study hospital costs, 


hospital usage, and the effects of 
Blue Cross on hospital costs and 
usage. The public, management, 
labor, hospitals, the medical pro- 
fession and Blue Cross are repre- 
sented on the committee. Its chair- 
man is William L. West, former 
vice president of the National City 
Bank of Cleveland. 

The committee reported that: 

@ Women in labor sometimes 
travel 25 miles or more through 
city traffic to have their babies in 
hospitals that are relatively remote 
from their homes, bypassing other 
first-rate hospitals on the way. 

® Few hospitals serve as many 
as half of the residents of their 
own neighborhoods; most nearby 
residents go to other hospitals that 
may be located some distance 
away. 

@ Most hospitals draw more 
than half of their patients from 
the immediate service areas of 
other hospitals. 


CONTROLLED GROWTH 


Committee Chairman West said 
that “the practical significance of 
these findings is that hospitals in 


metropolitan areas can no longer 
plan their growth individually as 
has been the case with much hos- 
pital development in the past. 

“A hospital proposing to expand 


may well find that, by the time its 


additional beds are ready, the de- 
mand for them has been eliminated 
by the expansion of other hospitals 
in the area. Once basic bed needs 
have been met in a community 

. additions to the bed capacity 


of single hospitals usually mean a 


lightening of the demand for beds 
in many other institutions. If there 
are too many beds altogether, a 
number of hospitals may find 
themselves burdened with the con- 
tinuing expense of maintaining 
unneeded facilities. 

“This can become costly to hos- 
pitals individually and to the com- 
munity as a whole. The cost each 
year can quickly add up to hun- 
dreds of thousands of dollars, even 
millions of dollars.” 

Commenting on patients’ choice 
of hospital, Mr. West said that 
“ the only cases which seem 
to be consistently affected by the 


Hospital’s Growth Planned 


Architect: Loebi, Schlossman and Bennett 


MICHAEL REESE Hospital, Chicago, has announced plans for expenditures of $10 million dur- 
ing the next decade for new research, surgical, and inpatient facilities. Shown here is the 
hospital as it is to look in 1969. At that time, Michael Reese Hospital and Medical Center (the 
institution's new corporate name) will be valued at $35 million. In the foreground are 19- 
story apartment buildings, which are presently under construction. This is the $18 million Prairie 
Shores project, initiated by Michael Reese Hospital and the Illinois Institute of Technology. 


proximity of a given hospital are 
those resulting from accidents. At 
one time distance from a hospital 
was considered to be an important 
consideration for the average fam- 
ily. It may not be unimportant 
even today, but it obviously is far 
less significant than it once was. 


“What this means to hospital - 
planning is clear. A new hospital 
or an addition to an existing hos- 
pital on the west side may reduce 
the demand for beds on the east 
side, and vice versa. Wise gec- 
graphical distribution of our hos- 
pitals still is highly desirable, of 
course, but planning for future 
growth must give far more serious 
consideration to total area needs 
as against apparent neighborhood 
needs. 

“For years our hospitals have 
not been able to expand and em- 
ploy personnel rapidly enough to 
keep up with population growth 
and the increasing demand for 
hospital services. The era of trying | 


‘to catch up appears now to be 


coming to an end. So that we may 
utilize our splendid hospital sys- 
tem to best advantage and keep 
hospital costs to the lowest 
possible level consistent with ade- 
quate care, we must make com- 
munity-wide and area-wide plan- 
ning a standard preliminary o- 
future development.” 


Pennsylvania Plans Offer 
New Outpatient Benefits 


Inclusion of outpatient diagnos- 
tic benefits in two Pennsylvania 
Blue Cross Plan contracts and in 
the contracts of the Medical Serv- 
ice Association of Pennsylvania, 


_ Harrisburg, has been approved by 


the state’s insurance commissioner. 

The Blue Cross Plans are the 
Hospital Service Plan of Lehigh 
Valley, Allentown, and the Hos- 
pital of Western Pennsylvania, 
Pittsburgh. Capital Hospital Serv- 


ice (Blue Cross), Harrisburg, had 


filed the same proposal with the 
state insurance commissioner, but 


the filing, although accepted in 


principle, was rejected because of 
the rate schedule proposed. 
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Under the Blue Cross-Blue 
Shield offering, the outpatient di- 
agnostic portion of the new cover- 
age will be provided jointly by 
Blue Cross and Blue Shield, with 
Blue Cross paying for services 
rendered and billed for by the 
hospital and Blue Shield covering 
such services outside the hospital 
when performed and billed for by 
doctors. 


The new contract includes the > 


benefits of the current comprehen- 
sive Blue Cross standard agree- 
ment plus the combined Blue 
Cross-Blue Shield benefits for re- 


quired outpatient diagnostic study 
of a symptomatic condition of ill- 
ness or injury. These diagnostic 
services are x-ray, electrocardio- 
graphic, or electroencephalographic 
examination, and basal metabolism 
tests. 

Monthly group rates on the Blue 
Cross standard contract now in ef- 
fect range from. $2.25 for individ- 
ual coverage (ward) to $7.15 for 
family coverage (semiprivate). 
The additional charge for the com- 
bined Blue Cross-Blue Shield out- 
patient diagnostic coverage under 
group membership will range from 


15 cents for individuals to 40 cents 
for a family. Of this, 4 cents to 
13 cents will apply to Blue Cross 
outpatient diagnostic coverage and 
11 cents to 27 cents to the Blue 
Shield portion. 3 

The Hospital Service Plan of 
Lehigh Valley has reported that 
it plans to put its outpatient di- 
agnostic benefit program into ef- 
fect on April 1. The Hospital Serv- 
ice Association of Western 
Pennsylvania has not announced 
a starting date for the new out- 
patient diagnostic Blue Cross-Blue 
Shield program. bd 


GOVERNOR‘’S COMMITTEE FINDING— 


Nonprofit Hospital Licensure Urged in Pennsylvania 


State licensure of nonprofit hospitals in Pennsylvania has been rec- 
ommended by the Governor’s Committee on Merger of the Departments 


of Welfare and Public Assistance. 


The two departments were merged last year into the Department 
of Public Welfare. The committee had been making recommendations 


relative to the merger for some 
time; the licensure recommenda- 
tion is one of a series recently 
made. 

At present, hospitals in Penn- 
sylvania are required to meet 
minimum state standards, but 
only proprietary hospitals are li- 
censed. Pennsylvania law does not 
set forth any punishment for a 
nonprofit hospital which does not 
meet the minimum standards, John 
F. Worman, executive director of 
the Hospital Association of Penn- 
sylvania, said in commenting on 
the reeommendation. 

Hospitals would not be eligible 
for state aid if they did not meet 
the standards, Mr. Worman said. 
Blue Cross Plans now try to steer 
clear of sub-standard hospitals, he 
continued. 


TRANSFER HOSPITAL OWNERSHIP 


The committee also recom- 
mended that 10 community hos- 
pitals owned by the state of 
Pennsylvania be transferred to 
local ownership by July 1, 1963. _ 

The hospitals are (number of 
beds in parentheses): Ashland 
State Hospital, Ashland (173); 
Blossburg State Hospital, Bloss- 
burg (85); Coaldale State Hospi- 
tal, Coaldale (118); Connellsville 
State Hospital, Connellsville 
(144); Hazleton State Hospital, 
Hazleton (180); Nanticoke State 
Hospital, Nanticoke (135); Phil- 
ipsburg State Hospital, Philipsburg 
(182); Scranton State Hospital, 
Scranton (290); Shamokin State 
Hospital, Shamokin (87); Locust 
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Mountain State Hospital, Shenan- 
doah (77). 

It was suggested by the commit- 
tee that an appropriation be made 
by the state legislature to operate 
the hospitals until they are trans- 
ferred to local ownership. 


ASSISTANCE PROGRAM CHANGE 


A third recommendation made 
by the committee was that funds 
now appropriated to Pennsylvania 
hospitals as state aid should be 
appropriated to the Department of 
Public Welfare for the purchase 
of hospital care as public assist- 
ance. The present system of state 
appropriations is “inequitable and 
illogical,” the committee stated, 
but the committee feels that the 
changes it recommends will let 
the department “take full advan- 
tage of federal aid.”’ 

The purchase-of-care program 


should include, the committee 
stated: 

@ Hospital care provided by lo- 
cal public hospitals. 

® Hospital care provided by vol- 
untary hospitals. 

@ Care provided to the “medi- 
cally needy.” 

® Care provided to the “needy.” 

Under the committee’s purchase 
plan recommendations, a lump sum 
would be appropriated to the 
Department of Public Welfare 
without designation of individual 
hospitals, as at present. The de- 
partment would determine the fi- 
nancial eligibility of persons for 
free or part free hospital care. 

All hospitals in the state meeting 
established standards should be 
included in the program, the com- 
mittee stated, and the hospitals 
should have ‘“‘as much freedom... 
as is consistent with obtaining 
maximum federal funds.” 

The committee recommended 
that emergency hospital care, out- 
patient care, and clinic care be 
paid for by the department on the 
same basis as is bed patient care. ® 


REPORTS FROM SIX STATES— 


States Ponder Bills Affecting Hospitals 


A number of state legislatures are considering bills of special interest 


in the health field. Among these are: 


Colorado—Involuntary hospitalization of alcoholics is advocated in a 
bill introduced in the state senate. A medical board would be set up in 


each of the state’s counties to re- 
view petitions filed for hospital- 
ization of alcoholics. Alcoholics 
could be sent to hospitals approved 
by the Colorado Commission on 
Alcoholism. 

General Assembly is 


studying a proposal made to the 


Illinois Budgetary Commission by 


Dr. Otto L. Bettag, state welfare 
director, that the Department of 
Public Welfare be granted a $75.6 
million increase in funds. The ad- 
ditional money would be used to 
provide state mental institutions 
with 4648 additional employees. 
The increase would be 50 per cent 
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more than was voted for the de- 
partment during the last bien- 
nium. 

Michigon—The boards of city- 
owned hospitals would be per- 
mitted to “deny hospital privileges 
and facilities’’ to doctors who vio- 
late hospital rules, under a bill 
proposed by Rep. Arthur J. Law 
(D), former mayor of Pontiac, 
Mich. 

New Jersey—A bill has been in- 
troduced to provide for payment 
by the state of Blue Cross and 
Blue Shield coverage for all state 
employees and state office holders. 
Another bill would permit cities 
and county governments to pay the 
cost of hospitalization coverage for 
the families of their employees. 

New York—The state’s eight Blue 
Cross Plans have given their sup- 
port to a proposed amendment to 
the state insurance law that would 
permit the Plans to cover nursing 
care and related services in the pa- 
tient’s home following hospital 
care. 

Associated Hospital Service of 
New York (Blue Cross) stated: 
“Passage of the amendment would 
make it possible for Blue Cross to 
develop programs designed to re- 
duce the cost of hospital care by 
shortening hospital stays and pro- 
viding coverage for follow-up 
home nursing service in qualified 
cases. Appliances, drugs, medicines, 
and supplies which ordinarily 
would be provided in the hospital, 
as well as ambulance service, 
could also be made available. It 
would not provide for services of 
doctors.” 

Utah—The state would reimburse 
cities and counties for 50 per cent 
of their expenditures in develop- 
ing or expanding preventive, re- 
habilitative, and treatment serv- 
ices through community mental 
health programs, under a bill pro- 
posed in the Utah legislature. The 
governor included $140,000 in his 
budget to cover this expenditure. 

West Wirginie—The state Senate 
has passed a bill, the West Virginia 
State Medical Association reported, 
which raises from $5 to $8 a day 
the minimum charge for persons 
seeking institutional treatment at 
a state mental hospital or clinic. 
As originally introduced, the mini- 
mum charge would have been $6 
per day, but the Senate raised this 
amount to $8 per day. 

Wisconsin—A bill to prevent 
counties from getting more state 
funds for the care of mental pa- 
tients than the counties are spend- 
ing on their care has been intro- 
duced. Under the existing state 
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plan (the system is based on an 
attorney general’s opinion), coun- 
ties are paid half the state-wide 
average per patient cost for each 
patient in the county’s hospital. 
Under the proposed plan, the 
state-wide figure would be added 
to the actual patient cost for each 
institution; the subsidy would be 
that sum divided by two. If costs 
exceed the average, state aid 
would automatically increase, but 
payments would be cut if costs 
were below average. 

The Wisconsin Hospital Associ- 
ation is supporting a bill to clarify 
the right of nonprofit and govern- 
mental hospitals in the state to 
“engage anesthesiologists, physia- 
trists, radiologists and pathologists, 
on a contractual basis, and charge 
the patient directly for services 
rendered by such person, where a 
contract for such services has been 
negotiated between the patient and 
such hospital. In such circum- 
stances and in the treatment of 
such patient, the anesthesiologist, 
physiatrist, radiologist or patholo- 
gist shall exercise his professional 
judgment without supervision or 
interference by the hospital. Such 
hospitals may also charge patients 
directly for the services of their 
employees, including that of 
nurses, anesthetists, and medical 
assistants.” 


Hospitals Assist Victims 
Of Fire, Traffic Accidents 


A fire in the Hotel Gary, Hazle- 
ton, Pa., on March 5 resulted in 
the death of five persons and injury 
to at least 17 others. Five of the 


injured were taken to 200-bed St. 


Joseph Hospital and 12 persons 
were given treatment at 180-bed 
Hazleton State Hospital; seven 
persons were hospitalized at the 
state hospital. 

Andrew L. Fierro, superintend- 
ent. of Hazleton State Hospital, 
said that his staff was alerted to 
the emergency by the siren calling 
firemen to the scene of the fire; 
the hospital is approximately 2000 
feet from the hotel. 

Mr. Fierro said that “there was 
no confusion. . . the patients re- 
ceived at the hospital were treated 
promptly and routed to various 
areas of the hospital without de- 
lay.” 


* * 


Twenty-one persons were ad- 
mitted to Carobil Hospital, Nor- 
walk, Calif.—all to surgery—fol- 
lowing a collision between a truck 
carrying migratory farm workers 
and two automobiles. The truck’s 
brakes had failed. 


Nine other persons with minor 
injuries were treated at the hos- 
pital and released. Two persons 
were killed in the collision. 

Dr. William Novick, adminis- 
trator of the hospital, said that it 
is standard procedure for the am- 
bulances sent to the scene of an 
accident to notify the hospital if 
patients are to be brought in. With 
this warning the hospital had ap- 
proximately five minutes to pre- 
pare for the victims before they 
started arriving. 

Doctors at the hospital separated 
the most seriously injured from 
those less seriously hurt and began 
operating on the emergency cases 
immediately. The doctors worked 
in surgery for 28 consecutive hours, 
taking the emergency cases first, 
sending them back to recovery 
rooms when the emergency phase 
of the operation was completed, 
and later performing less critical 
surgical techniques on the emer- 
gency patients. 

Beds were set up in the hospi- 
tal’s hall and additional beds were 
received from a hospital in a 
nearby city. Adequate supplies of 
blood were available and addi- 
tional blood was sent to Norwalk 
from the Red Cross in Los Angeles, 
Dr. Novick said. 

As part of the hospital's dis- 
aster plan, which had been put 
into effect immediately, additional 
nursing and medical personnel had 
been alerted. The disaster plan 
had been tried out previously un- 
der simulated emergency condi- 
tions. Preparation for an emer- 
gency, Dr. Novick said, was the 
key to the hospital’s smooth opera- 
tion during the emergency. 

* * * 


Two persons were killed and 18 
injured on March 10 when the 
brakes failed on a bus negotiating 
evening rush-hour traffic in down-. 
town Pittsburgh. The bus smashed 
into a crowd of people waiting at 
a street corner. 

Victims were taken to 573-bed 
Allegheny General Hospital, 143- 
bed Divine Providence Hospital, 
and 650-bed Mercy Hospital. Wal- 
ter E. Landgraf, superintendent of 
Allegheny General Hospital (five 
victims of the bus accident were 


brought there), said that his hos- 


pital received no warning that 
emergency cases were to be 
brought in. The hospital experi- 
enced no difficulty in handling the 
patients, however, Mr. Landgraf 
said, because adequate personnel 
was available in the hospital. 

Mr. Landgraf said that he has 
tried to interest a foundation in 
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granting funds to study emergency 
room operations so that a formal- 
ized procedure may be adopted 
that would indicate the type of 
personnel needed and their duties, 
kinds of equipment needed, kinds 
of supplies needed, and the duties 


performed in the emergency - 


room. 


Hospital association meetings 
(Continued from page 4) 


20-22 Middle Atlantic Hospital Assembly, 
Atlantic City (Convention Hall) 

20-22 New Jersey Hospital Association, At- 
lantic City (Convention Hall) 

20-22 Hospital Association of New’ York 
State, Atlantic City (Convention Hall) 

20-22 Hospital Association of Pennsylva- 
nia, Atlantic City (Convention Hall) 

24-29 National Tuberculosis Association, 
Chicago (Palmer House) 

25-27 Hospital Law. Boston (Somerset Hotel) 

25-29 Nursing Service Administration, Cleve- 
land (Pick Carter Hotel) 


JUNE 


|-3 American National Red Cross, At- 
lantic City, N. J 


1-3 Advanced Institute for Medical Rec- 


ord Librarians, Chicago (AHA Head- 
quarters) 
1-4 Catholic Hospital Association, St. 
Louis (Kiel Auditorium) 
1-6 International Hospital Congress, Edin- 
burgh, Scotland 
2-3 Maine Hospital Association, . Rock- 
land (Samoset Hotel) 
4-5 American Geriatrics Society, Atlantic 
City, N. J. 
8-10 Administrators’ Secretaries, Chicago 
(AHA Headquarters) 
8-12 American Medical Association, At- 
lantic City, N. J. (Convention Hall) 
10 Connecticut Hospital Association 
10-12 North Carolina Hospital Association, 
Blowing Rock (Mayview Manor) 
12-14 Joint Council to Improve the Health 
Care of the Aged, Washington, D. C. 
(Sheraton Park Hotel) 
15-19 Hospital Pharmacy. Salt Lake City 
(University of Utah, Union Building) 
18-19 New Hampshire Hospital Association, 
Whitefield (Mountain View House) 
21-23 Michigan Hospital Association, De- 
troit (Sheraton-Cadillac Hotel) 
24-26 Comite des Hopitaux du Quebec, 
Montreal (Showmart) 


JULY 


13-17 Hospital Purchasing. Eas! Lansing, 
Mich. (Kellogg Center, Michigan State 
University) 

\3-17 Workshop on Team Nursing, Chi- 
cago (AHA Headquarters) 


AUGUST 


3-7 Hospital Pharmacy. Chicago (Univer- 
sity of Chicago) 

23-26 American College of Hospital Ad- 
ministrators, New York City (Statler- 
Hilton Hotel) 

24-27 American Association for Hospital 
Planning, New York City (Governor 
Clinton Hotel) 

24-27 American Association of Hospital 
Consultants, New York City, (Statler- 
Hilton Hotel) 

24-27 American Association of Nurse An- 
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NOW .. . MESSAGES CAN BE RADIOED DIRECTLY 
AND PRIVATELY TO YOUR KEY PERSONNEL 


An emergency comes up. A doctor is urgently 
needed . . . now! But he’s “somewhere in the 
building” . . . no one knows exactly where. 
With Motorola Radio Paging, you can contact 
him in seconds. Here’s how. The switchboard 
operator sounds a tone in his Radio Pager . 
(and in his only). He is alerted instantly, just 
as if she reached out and tapped him on the 


shoulder. He presses the button on his Pager 


and hears the full voice message. Total time 
lapsed . . . just seconds, and the emergency 


e 
is being handled. 


Gone are the confusion and irritation of bells, 
lights or public address calls. Doctors, admin- 
istrators, nurses get their messages on Radio 
Pagers that slip in the pocket, instrument bag, 
or clip to the belt . . . increasing everyday effi- 
ciency and meeting emergencies faster. Write 
Motorola today. 


MOTOROLA Radi 


NOW.. . private voice paging 
with this transistorized Radio Pager 


TALKIE 


io Pager 


Motorola Communications & Electronics, Inc., 4501 Augusta Bivd., Chicago 51, IIl., A Subsidiary of Motorla Inc, 
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to know 


WHO'S 
IN... 


large hospitals 
with many doctors 
and many entrances 


Auth 


Doctors’ 


IN-OUT Systems 


Small Dial-Registers make every entrance a 
convenient check-in point. Eliminates all 
space problems, minimizes installation 
expense, simplifies expansion. Ideal for 
new or existing hospitals. 


DOCTOR ARRIVES OR LEAVES 
Using any convenient entrance, he dials his 
code number and presses IN or OUT button 
on small Dial-Register. That's all! 


iS DOCTOR IN? 
To find out, operator dials his number on 
small IN-FORMER. Light signal tells her 
instantly if doctor is in or out. 


‘Auth ELECTRIC CO., Inc. 


Coupon For Details 


AUTH ELECTRIC CO. Inc. Dept. H-4 
j Long Island City 1, N. Y. 


C7 Please send — details on the AUTH 
System 


[}] Put my name on suet mailing list. 
Name 


| City. Zone........ 
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esthetists, New York City (New Yorker 
Hotel) 

American Dietetic Los 
Angeles (Shrine Auditorium) 


American Psychological Association, 

Cincinnati 

Montana Hospital Association, Great 

Falls (Rainbow Hotel) 

American Dental Association, New 

York (Coliseum) 

21-24 Operating Room Administration, Den- 

ver (Cosmopolitan Hotel) 

American Roentgen Ray Society, 

Cincinnati (Netherland Hilton Hotel) 

27-Oct. 2 American College of Surgeons, 
Clinical Congress, Atlantic City (Con- 
vention Hall) 

28-Oct. 2 Housekeeping-I dry Joint In- 
stitute, Chicago (AHA Headquarters) 

28-Oct. 2 Medical Social Workers in Hos- 

pitals, Atlanta (Henry Grady Hotel) 


25-28 


3-9 
14-16 


14-18 


22-25 


Hospital efficiency: 
a lesson from Sweden 


(Continued from page 38) 


medical staff who is not engaged in 
some research, not surprising per- 
haps in a country of 7.3 million 
population, which with 3.4 million 
Norwegians and 4.4 million Danes 
publishes 22 medical journals.5 

Since a majority of office visits 
are made to physicians having 
private practice in hospital out- 
patient departments the same fa- 
cilities are used advantageously 
for both. 

Medical Records. The entire medi- 
cal record is typed except for the 
graphic record and anesthesia rec- 
ord. It contains the usual narrative 


account of history, physical ex- 
amination, report of operation and | 


pathology report if any, progress 
notes and discharge note. A one- 
page graphic record 8% by 11% 
inches provides space to report the 
results of laboratory examinations, 
the twice-a-day record of temper- 
ature and pulse, the dejecta, and 
the administration of medicines 
and treatments of special note. A 
record is not made of the kind of 
medicines a person at home would 
be likely to take on his own re- 
sponsibility. Whether the patient is 
in bed, up in chair, in his own 
clothing, and when he was 
x-rayed, operated upon, 
ferred, etc., are also _ recorded. 
There are no other nurses’ notes 
because none are needed in view 
of the organization and working 
relationships of the medical and 
nursing staffs. 

Reports and Records. Reports and 


trans- 


records are invariably up to date. 
The 1956 annual report was pub- 
lished in March 1957, a 35-page 
634 by 9 inch handsomely printed 
report on slick paper. It lists and 
classifies all personnel, shows their 
assignments, provides ample serv- 
ice statistics, gives a detailed ac- 
count of finances, and includes sta- 
tistical reports for each of eight 
main departments. Except for x- 
ray and clinical laboratory, each 
department lists all diagnoses, 
complete with code numbers of the 
International List of the Causes of 
Disease and Death, and classified 
as to frequency, sex of patient, 
name of operation if any, and 
whether died. 

Special Procedures. There are few 
“gimmicks.” Medical reports are 
filed by date of the patient’s birth. 
Identifying data on the patient are 
easily reproduced by a simple sten- 
cil fastened to the patient’s record 
Bathing patients is a centralized 
service. Another central service 
removes bed and equipment im- 
mediately on discharge of a pa- 
tient and brings replacements that 
have been readied and_ stored 
against the time they will be 
needed. 

Public and Professional Opinion. 
Many inquiries were made in per- 
son to gauge the degree of sat- 
isfaction of the general public, 
public officials, patients, doctors, 
nurses and other hospital em- 
ployees. A few nurses, and two 
doctors in small rural hospitals, 
complained of overwork but other- 
wise all persons interviewed ex- 
pressed complete satisfaction with 
the hospital and medical care pro- 
vided in Karlskoga and the Orebro 
District. 

Recommendation. Although 
and cultural factors might prevent 
putting Swedish practices fully in- 
to effect in hospitals in the United 
States, many organizational and 
administrative features could be 
adopted with a considerable in- 
crease in efficiency as aresult. §8 
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PRO RE NATA 


JOHN H. HAYES 


Ladies: If you want to surprise 
“the man who has everything’”— 
Give him nothing. 
* * * 


My crackpot friend, Pat Pend- 
ing, is now working on a cigarette 
filter which, he says, will remove 
almost as much tar from the smoke 
as is now removed by absorption 
by the human lungs. 

He says that his chewing to- 
bacco flavored with epicac (for 
those who are trying to cure them- 
selves of the habit) is not selling 
very well. 
* * * 


It is difficult at times, with some 
people, to determine whether they 


are meditating or hesitating; plan- 
ning or delaying. 
* * * 
A psychiatrist down in Bombay 
Made his patients stand up, so 
they say. 
He claimed to have found 
That when up they are bound 
To be lying in only one way. 
* x 
Perhaps people are being more 
honest after all. In marriage cere- 
monies nowadays the girls are 
rarely asked to say that they will 


obey their husbands. 
* * * 


Funny thing about people. Quite 
-a few men now grow beards be- 


cause they want to be different. 
After a while most men will prob- 
ably wear beards because they do 
not want to be different. 

* * * 

If you are too busy to take care 
of your health you will not be too 
busy very long. 

SNAKE HOLLOW HOSPITAL 
NOTES: Our head porter’s oldest 
son has now finished his studies 
and become a tree surgeon. His 


father has outfitted him with a 
ladder and a saw. 

The new mayor is our patient, 
suffering from shock. Says he did 
not expect to be elected. 

Our surgical resident says he 
likes his new pale green uniforms 
because you cannot notice the pool 
chalk on them. 

Mike Sigelty is in with food 
poisoning. He blames his wife, 
who says, “I was tired of hearing 
him tell me that I made him sick.” 

Mike says it is nice to be on an 
assault free diet. 

A great deal of our money is 
wasted; but I’m glad that the poli- 
ticians don’t waste our money to 
the extent that they waste words. 

Come to think of it, ’m not so 
saving with them myself. 

Some ladies’ so-called hats are 
just very plain, small pieces of 
materials laid or pinned on their 
hairdos. 

Many men are now wearing 
fancy cloth hats, with feathers and 
other decorations in the bands. 

Times change; but GOSH! 


look for the 


JULY 1 ISSUE OF 


HOSPITALS, journal of the American Hospital Association 


IT’S THE ANNUAL 


SMALLER 


HOSPITALS ISSUE 


This year, the editors of HOSPITALS . 
scrutinize community relations and . 
the smaller hospital and look also 

at the public relations function as 

it affects the hospital and the 
community. 
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Children’s rhymes solve nothing! To get the 
capital funds you need,you must have com- 
petent analysis, a goal, sound planning and 
dynamic, inspiring leadership. 


National fulfills these requirements... 
and more! Let us tell you how you can make 
your next fund raising campaign an out- 
standing success. There’s no cost, no obli- 
gation; it’s your first step to a bigger and 


better hospital. Choose National. . .“for in- 
spiration to) greater giving.” But don’t wait 
...do it today! 


There’s a National office near you for 
close personal attention to your needs. 


SN 
pe Gleee 
a> 
82 Woll St., New York 600 S$. Michigan, Chicago * 100! PEND 
Russ Building, Son Francisco © 1616 Fulton National Bonk 
Atlonta © 208 Ridglea Stote Bonk Bidg., Fort Worth 
93 


Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Thirty cents a 
word; minimum charge $4.50 per 
insertion. 


Contract Rate: Six-point body 
lines, 13 pica columns, $1.40 per 
line; eight-point display lines $1.70 
per line. Five per cent discount for 
twelve-insertion contracts with no 
change of copy. Ten per cent dis- 
count for twenty four-insertion con- 
tracts with no change of copy. 


FOR SALE 


PAYROLL CLERKS: save time; secure 
accuracy figuring FICA and withholding 
deductions. Delbridge Charts show both 
tigures side by side in large, clear figures. 

eek! Yi Bi-W., Monthly and Semi-M. edi- 
tions. Ten days approval. Only $3.72 post- 
paid. Accuracy insured. R. Roberts & 
Co., 552 W. 120th St., Chicago 28, Illinois. 


USED S. BLICKMAN FOOD CART-Model 
ALS-4922 S/S Excellent Condition. Rea- 
sonable. Write Adrian Hospital, Box 413, 
Punxsutawney, Pennsylvania. 


MISCELLANEOUS 


Investment syndicate is interested in pur- 
chasing proprietary profit making open 
staff hospitals anywhere in the United 
States. Will retain present personnel and 
maintain high standard public and patient 
relations. nlimited cash available. All 
replies will be held in strict confidence. 
Address HOSPITALS, Box I-25 


HOSPITALS WANTED: Investment syn- 

dicate interested purchasing proprietary 

open staff hospitals. Will retain present 

personnel. Unlimited cash available. All 

a held in strict confidence. Address 
SPITALS, BOX J-1 


POSITIONS OPEN 


OPERATING ROOM SUPERVISOR: 129 
bed and 22 bassinet fully accredited hos- 
pital—location central to Boston, Provi- 
dence and Cape Cod—Taunton, Massa- 
chusetts. Special clinical preparation in 
supervision, B. S. desired. Surgical Tech- 
nician program under consideration, qual- 
ified surgical staff, excellent personnel 

licies. Salary open depending on quali- 

cations and experience. Write Director 
of Nursing Service, Morton Hospital, 
Taunton, Massachusetts. 


DIRECTOR OF NURSING: Direct and co- 
ordinate work of Nursing Service and 
School] of Nursing. JCAH accredited, non- 
sectarian hospital of 576 beds (includin 
125 non-acutebeds) and NLN accredit 
diploma program school of 160 students. 
Prefer masters degree in administration 
or education with successful experience. 
Excellent salary, personnel licies. City 
of 110,000 located on beautiful Lake Su- 
rior. Write Personnel Director, St. Luke's 
ospital, Duluth 11, Minnesota. 
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OUR 63rd YEAR 


WOOD WAR 


FCORAAERLY AZ 


Wabash Chir, avo UL. 


Telephone RAndolph 6-5682 


ADMINISTRATION: (a) Med; lige, fully- 
apprvd tchg, vol, genl hsp; req’s one com- 
petent organize, dir educ prog; $15-20,000; 
E. (b) 130 bed, vol, genl hsp: req'’s exper 
hsp dir; vic Philadelphia. (c) Reg'd nurse 
w/5-6 yrs exper as hsp dir; 100 bd vol, 
genl hosp; -10,000; E. (d) Assistant: 
fully-apprvd, 400 bed, vol, gen! hosp; work 
under FACHA;: NE. (e) Non-med or Med; 
fully-apprvd, lge, vol, genl hsp; substan- 
tial; MW. (f) 475 bd, fully- general 
hosp: req's ACHA; about $18 So. (g) 
MHA; some exper, publ eo 1 fully 
apprvd, JCAH, 300 bd, vol, gen! hsp; 

plus many generous fringe benefits; vic 
Chicago. (h) Med Dir, 500 bd, fully-ap- 
prvd hsp, add'g 500 bds;: req’s ACHA; 
; W. Coast (i) 60 bd, genl hosp, 
60 bd addition; new post: sal 
(j) Asst; 1 yr’s exper be- 


$20,000; 
now blidg 
open; Central. 


yond MHA; JCAH, 250 bd, vol, genl hsp; 


report to Assoc ACHA; $7500; MW. (k) 
Med or non-med; 400 bd, univ hsp, unit 
impor univ med cntr; warm climate. (1) 
New 90 bd, priv, genl hsp, completion late 
‘59: will appoint May Ist; req’s one strong 
on profitable oper; about $12,000 plus in- 
creasg % of net & other excl benefits; shld 
result, very liberal income; coast resort 
area; SE. (m) Adm Asst; med schl affild, 
200 bd hsp; excl potential; $7-8,000; Calif. 
(n) ACHA or equiv; fairly lge, genl hsp. 
now bldg; employ new; $15-$18,000; MidE. 
(o) Adm Asst; wk under either Dir, prof 
adm service or Dir, patient & personnel 
serv; 800 bd, med-schl affild, genl hsp; 
coastal resort area, SE. (p) 50 bd, private 
hsp; $10-15,000; excl loca, Calif. (q) Quali- 
fied set-up, coordinate & run new 100 my 
genl hsp near’g completion; $12-15,000 w/<‘ 
later; resort city, 


ADMINISTRATIVE POSTS: (r) Asst dir, 
Personnel; new hsp organ merging 4 genl 
hsps (600 bds); sal open; nr NYC. (s) 
Pers Dir; lge fully apprvd, vol, genl hosp; 
450 empl; Ohio. (t) Asst Purch Agent: 
Univ hsp, 1,000 bds; req’s major in Bus 


Adm plus 3 yrs hsp field; shld know 
econ, contracts, bus law, blue-prints; sub- 
stantial; nr Wash., D.C. (u) urch Agt: 


new st: coll ae w/hsp purch exper: 
new 0 bd, JCAH, genl, vol, hsp; oppor, 
Similar capacity, 
area. 


another hosp, 


THE MEDICAL BUREAU 


M. Burneice Larson, Director 
900 North Michigan Ave. 


Chicago 11, Illinois 


ADMINISTRATORS: (a) Dir 2 hosps, com- 
bined. capacity over 1000 beds; fully ap- 
proved, all spec; med school affil; JCAH: 
W. (b) To succeed prominent supt’d re- 
tiring after long tenure; lge gen hosp; E;: 
$25,000. (c) Adm ass't; 200-bed tch’g hosp; 
duties include serv as bus mgr: Pac. 
Coast; $7000. (d) Ass’t adm qual to direct 
accounting or purchasing; 275-bed gen 
hosp; expansion prog; Mich; $7000-$8400. 
(e) Ass’t adm: duties include supervision 
of personnel & purchas. depts; 350-bed 
gen hosp next to univ campus; univ city, 
So. (f) Ass’ts to directors of Professional 
adm services and patient & personnel 
services; pref — grad; 1 
bed tch'g hosp: So. 


ANESTHETISTS: (a) Free lance, to $8500; 
small Iowa hosp; prosperous farming com- 
munity. (b) Join staff of 4 headed 4 
MD: 150-bed hosp, Ige So. city, 

(c) Dor busy surg, 400-bed hosp, nr NYC, 
MD in charge: $500-$550. H4-2 


DIETITIANS: (a) Chief: 70 employes, 350- 


Boston 


bed hosp; Lake Mich city; to $7200. (b) 
Chief; adm ability; exp in lieu ADA: 
300-bed hosp, So. coll. town, $6000. H4-3 


DIRECTORS OF NURSING: (a) Over- 
seas, dir. nursing serv, schl, 80-bed hosp, 
Mediterranean area; Amer. ‘speaking per- 
sonnel; good sal, paid travel. (b) Ass't 
dir nursing serv, 200- Amer. owned 
hosp, W. Indies, oppor. become dir; $10,- 
000 start; excell. co. benefits. (c) Dir of 
nurses, brand new 80-bed hosp, interna- 
tionally renowned resort ctr: SW; $6000 
up. (d) Dir. nursing serv, educ, 500-bed 
new hosp; 200 students; So: $10,000. H4-4 


EXECUTIVE PERSONNEL: (a) Account- 
ant qual. to serve as finan. consultant to 
group of 12 hsps, one in S.C., others in 
MW: some travel; excell. potential, oppor. 
become controller for entire group. (b) 
Personnel & purch. directors; group 62 
hsps; former should be qual. install job- 
evaluation prog. in all 62 hsps; $8-$12,000. 
(c) Pub. relations dir; capable conducting 
in-serv training or. lege vol. serv. group: 
250-bed hsp: N.J.. near NYC. 
serv. dir; qual reorg. dept, 300-bed hsp 
nr Chicago. H4-5 


INSTRUCTORS: (a) Teach native stu- 
dents vocation nrsg; Turkey; good sal; 
paid air travel. (b) Med-surg, ped., ma- 
ternity leading univ sch of nrsg: MW 
and E: $500 month. (c) Psy. in-service: 
assist in new prog; estab nrsg affil, 

to $7700. H4-6 


RECORD LIBRARIANS: (a) Chief, re- 
nowned med. resrch cl; Great. Lakes: 
$6000 up. (b) Dir. med. records, 75-bed 
hsp; opportunities, Hawaii. H4-7 


SUPERVISORS: (a) OR and central sup- 
ply; 350-bed hosp; leading SW univ. city, 
$6000 up. (b) Ob, busy dept, 400-bed hsp 
near Lake Mich, no tch’g; $5500 up. (c) 
Nurse superv: Amer. owned co; overseas 
project; $8000 plus excell co. benefits. 
H4-8 


SHAY MEDICAL AGENCY 


Blanche L. Shay, Director 


55 East Washington Street 


Chicago 2, Ill. 


Visit us in Booth 88 at the Tri-State Hos- 
pital Asembly, Palmer House, April 28-30 


EXECUTIVE PERSONNEL: (a) Assistant 
Administrator. South 350 bed hospital. 


Chief duties; supervision of personnel 
and purchasing depts. To $7800. (H-2850) 
(b) Administrative Assistant. Calif. 225 


bed teaching hospital. Qualified to serve 
as business Manager. $7000 minimum. (H- 
2848). (c) Purchasing Agent. East. 300 bed 
hospital. (H-2878). id) Assistant Comp- 
troller. South. 200 bed hospital expanding 
to 300. Near Washington, D.C. $5300 up. 
(H-2755). Administrative Assistant. 
East. 370 bed hospital near Boston, Mass. 
Assist director of house services. $6000 up. 
(H-2597). (f) Personnel Director. Middle 
West. 400 bed hospital. Degree plus 3 to 
5 years personnel exp. To $7200. (H-2724). 


NURSES-DIRECTORS: (a) Direct School 
of Practical Nursing. Middle West. 325 bed 
hospital. Teaching exp. To $6000 to start. 
(H-2875). (b) Assistant-Nursing Service. 
Calif. 400 bed hospital—good future with 
very progressive organization. (H- 
ic) Director-Psychiatric. Northwest. State 
Hospital. $6000. (H-2557). (d) Director 
Nursing Education and Employee Health 
& Recreation. 200 bed hosp. expanding to 
300, near Washington, D.C. $5500. (H-2657). 
(e) Director Nursing Service & School of 
Nursing. East. Present director retiring 
after over 10 years service. 170 bed hos- 
pital, fully approved. To $7500. (H-2883) 
(f) Executive Director Visiting Nurses 
Association in city of about 170,000. Staff 
of nine public health nurses. To : 
(H-2781). 


NOTE: We will be in Booth #20 at the 
Tri-State Hospital Assembly in Chicago 
April 27th through April 29, 1959. Stop by 
and see us. 
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POSITIONS OPEN 


CHIEF MEDICAL RECORD LIBRARIAN: 
R.R.L. capable of heading department in 
a 325 bed hospital. A challenging position 
in a well staffed department and a pro- 
gressive hospital organization. Excellent 
salary and negotiable. Address HOSPI- 
TALS, BOX J-5 


DIETITIAN: 140 bed children’s rehabilita- 
tion center. Complete charge dietary serv- 
ice, personnel, purchasing. 40 hour week, 
g00d personnel policies. Sdlary open. Con- 
tact Nellie Koster, R. N., Director, Mary 
Free Bed Guild Children's Hospital & 
Ortho ic Center, 920 Cherry Street, S. E., 
Grand Rapids, Michigan. 


RECORD LIBRARIAN: registered or eligi- 
ble for 160 bed hospital in Pennsylvania. 
Liberal vacation, holidays and sick allow- 
ance. $300 starting salary. Madeline Greg- 
ory, Administrator, Miners Hospital of 
Northern Cambria, Crawford & First, 
Spangler, Penna. 


DIETITIAN: Chief of Department, A.D.A. 
member or eligible for registration. 90- 
bed hospital with expansion program this 
year. Salary commensurate with training 
and experience. Apply Administrator, 
Grace Hospital, Cleveland 13, Ohio. 


DIETITIAN © registered A.D.A. or eligible 
.. . for 160 bed hospital in Pennsylvania. 
Liberal vacation, holidays and sick allow- 
ance. Salary open. Madeline Gregory, Ad- 
ministrator, Miners Hospital of Northern 

— Crawford & First, Spangler, 
enna. 


A.S.C.P. REGISTERED MEDICAL TECH- 
NOLOGIST: Male or Female required im- 
mediately for an 85-bed, rural J.C.A.H. 
Approved General Hospital, situated mid- 
way between Pittsburgh and Harrisburg; 
famous resort area. Salary Open, App y 
Memorial Hospital of Bedford County, - 
ford, Pennsyivania, or telephone the Di- 
rector, Bedford 655 


INSTRUCTORS: Clinical in Medical-Sur- 
gical Nursing and Obstetrical Nursing, 3 
year Diploma Program. 300 bed hospital. 
Student body of 100. B.S. in Nursing Edu- 
cation required, Salary open. Hour and 
half from Baltimore and ashington. Ap- 
ply Director of Nursing, Washington 
County Hospital, Hagerstown, Maryland. 


EDUCATIONAL DIRECTOR: School of 
Nursing. 3 year diploma program. 300 bed 
hospital. Student body of 100. BS. in 
Nursing Education required with experi- 
ence. Salary commensurate with qualifi- 
cations. Hour and half from Baltimore and 
Washington. Challenging opportunity. Ap- 
ply Director of ursing, Washington 
County Hospital, Hagerstown, Maryland. 


DOROTHEA BOWLBY ASSOCIATES 


8 South Michigan Avenue Chicago 3, Il. 


Suite 1420—ANdover 3-5293 


Dorothea Bowlby, Director 


A Specialized Employment Service for 
Medical and Hospital Personnel. (Men 
and Women.) For Administrators, Person- 
nel Directors, Business Managers, Dieti- 
tians, Physicians, Directors of Nurses, 
Therapists, Pharmacists, Medical Record 
Librarians, Anesthetists, Public Relations 
Directors, Housekeepers, Bacteriologists, 
Biochemists, Medical Technologists, X-Ra 
Technicians, Food Service Managers. All 
inquiries from applicants are kept strictly 
confidential. 
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LABORATORY TECHNICIAN: Brightlook 
Hospital, St. Johnsbury, Vermont. 52 bed 
accredited general hospital. Laboratory in 
charge of a registered medical technolo- 
gist and part time pathologist. Salary de- 
pendent on qualifications. Communicate 
with Ralph H. Ross. Administrator. 


CHIEF MEDICAL RECORD LIBRARIAN: 
Registered. Modern department, challeng- 
ing opportunity in 300 bed fully accredited 
general hospital. Salary open. ASSISTANT 
MED. RECORD LIBRARIAN. Salary com- 
mensurate with those in area. Apply Ad- 
ministrator St. Joseph's Infirmary, At- 
lanta, Georgia. 


CHIEF DIETITIAN: Administer and direct 
dietary program. A.D.A. registered. Ex- 
perienced in dietary department adminis- 
tration. 185 bed J.C.H.A. approved general 
hospital with excellent facilities. Approved 
diploma school of 150 students. Excellent 
working condition, personnel policies, and 
very attractive salary. 95% of active medi- 
cal staff is board certified. Contact, Byron 
D. Jackson, Administrator, St. Luke’s Hos- 
pital, Fargo, North Dakota. 


CHIEF MEDICAL RECORD LIBRARIAN: 
To direct department in 400 bed teaching 
hospital. Excellent salary, personnel bene- 
fits, and location. Apply personnel Direc- 
tor, Pennsylvania Hospital, 8th and Spruce 
Streets, Philadelphia 7, Pennsylvania. 


TRAINED X-RAY AND MEDICAL PER- 
SONNEL AVAILABLE. Graduates every 
three months, throughout the year. Con- 
tact: Carnegie College, 4707 Euclid Ave- 


nue, Cleveland 3, Ohio. 


REGISTERED MEDICAL RECORD LI- 
BRARIAN: to take charge of a Medical 
Record Library in a new modern 160- 
general hospital, JCAH accredited. Pleas- 
ant working conditions. Salary open. Ap- 
ply Personnel Director, Miriam Hospital, 
Avenue, Providence 6, Rhode 
slan 


WANTED: Dietitian, 75 bed Genera! Hos- 
pital. Fort Lauderdale Beach Hospital, 125 
North Birch Road, Fort Lauderdale Flori- 
da. Phone Jackson 2-6793 


MEDICAL RECORDS LIBRARIAN: Regis- 
tered or equal-49 Bed Hospital — Maine, 
Salary open. Address, HOSPITALS, BOX 


FEMALES: St. Luke's Hospital, New Bed- 
ford, Mass. O.R. Supervisor, Clinical In- 
structor, O.R. Nurses, Staff Nurses, Mod- 
ern 350 bed hospital in lovely New 
England community near Cape Cod. Salary 
commensurate with education and experi- 
ence. Excellent benefits. Apply Personnel 
Director. 


A & G MEDICAL PERSONNEL AGENCY 
834 Second Street 


Lancaster, Pennsylvania 


Our services are limited to securing posi- 
tions for Physicians, Dentists, Residents, 
Interns, Nurses and Technicians. In- 
quiries confidential. Write for further de- 
tails. NO REGISTRATION FEE. 


HOSPITAL EXECUTIVE AND COMMERCIAL 
PLACEMENT AGENCY 
790 Broad Street, Newark 2, N.J. 


To Employers—We offer our confidential 
screening service. 
To Employees—We offer our confidential 
placement service. 
Please write for details, 
William J. Joel, Assistant Director 


STAFF NURSES, (3): Fifty bed hospital, 
small community near St. Louis, prevail- 
ing salary, paid vacation, paid sick leave, 
expanding facilities. Address replies to 
Mr. Robert E. Harper, Jr. Administrator. 
Lincoln County Memorial Hospital, Troy, 
Missouri. 


CHIEF DIETITIAN: Take complete charge 
of a fully and well established department 
of 67 employees. A progressive and well 
recognized 325 bed hospital in the Mid- 
west. Excellent salary and open to nego- 
tiation. Address HOSPITALS BOX J-2 


DIRECTOR, NURSING. SERVICE: 115 bed 
hospital, middle west. Salary open plus 
apartment. Hospital less than five years 
old. ADDRESS HOSPITALS, BOX 1-98. 


POSITIONS WANTED 


ADMINISTRATOR: Total 9 years experi- 
ence JCAH hospitals: assistant large uni- 
versity hospita resently administrator 
smaller hospital. BA and MHA degrees. 
Seek administrator or assistantship with 
opportunity in metropolitan hospital. lo- 
cation no particular factor. Excellent ref- 
erences. Address HOSPITALS, BOX J-7. 


MALE ANESTHETIST: A.A.N.A. member, 
desires position in small hospital on fee 
for service basis. Qualified in all types of 
anesthesia, including spinal. Address HOS- 
PITALS, BOX J-3 


THE MEDICAL BUREAU 
M. Burneice Larson—Director 


900 North Michigan Ave. 


Chicago 11, Illinois 


To physicians, hospital administrators, 
nursing executives and others in the 
hospital and medical fields confronted 
with the delicate but important problem 
of relocating, the physician in need of an 
associate, or the institution reorganizing 
or augmenting its staff, Burneice Larson 
offers the services of The Medical Bureau. 
All negotiations strictly confidential. Op- 
portunities in all parts of America, in- 
cluding countries outside continental 
United States. 


OUR 63rd YEAR 


WOODN AR 


FORMERLY AJNO 


V.Wabash-Chicago, UL. 


Telephone RAndolph 6-5682 
ADMINISTRATOR: MHA; year’s hsp res; 


2 yrs, Asst Adm, 800 bd univ affild hsp; 
past 4 yrs, adm, genl vol hsp, 100 bds; 
seeks greater responsibility, Member 
ACHA. 


ASSISTANT ADMINISTRATOR: BS; pres- 
ently completing work for MHA, lead’ 
univ: seeks Assist Adm or Adm posi, hsps 
100 beds & up; will locate anywhere; Age 
28. 


ASSISTANT ADMINISTRATOR: MHA, 
Northwestern: 3 yrs, adm asst, 325 bd, 
genl hsp; seeks hsps, 150 bds & up; mid- 
dle 30's. 


PATHOLOGIST: Cert'd, Path Anat; Bd 
Elig, Clin Path; 3 yrs, Mayo Fellow: Surg, 
Path, Post-Mortem, Path, Clin Path; 1 yr, 
Instructor, Path, State Univ; 1 yr, Path, 
125 bd hsp; AOA. 


RADIOLOGIST: Outstanding specialist, 
exceptionally well-qualified, radiation 
therapy; many years, successful private 
practice, rad; faculty member, med-schl; 
Diplomate, both branches. 
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Effective but iow-coss Communications 


Classified advertising is the lowest-cost method of adver- 


tising. It can serve your hospital effectively when you are > 


recruiting employees or when you have used equipment 
to sell. 


Here is the audience for your advertisement . . . HOS- 
PITALS’ subscribers include more than 9,000 hospitals and 


H © ] S bp | TA L Ss Journal of the American Hospital Association 
840 North Lake Shore Drive, Chicago 11, Illinois 


administrators, 1,800 department heads, 700 governing 
board members in addition to approximately 4,500 


others. 

The classified advertising rate is 30 cents per word with 
a minimum of $4.50 per insertion. Deadline: 30 days be- 
fore publication date of the issue. 
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NEW 

TIMES THE 
CALORIES 

DEXTROSE 


* high energy fat for intravenous feeding. 
* the first formulation to assure adequate caloric supply. 
* prevents cachexia and promotes recovery. 


* spares body protein. 


* provides high caloric intake in low fluid volume, thus elimi- 
nating the necessity of prolonged administration and over- 
hydration—1 liter of Lipomul I.V. supplies 1,600 calories, 
while 1 liter of 5% dextrose on 5% protein hydrolysate sup- 
plies only 200 calories. 


* completely metabolized. 


¢ makes possible higher concentrations of fat without irrita- 
tion of venous endothelium. 


* essentially devoid of electrolytes and nitrogen—can be life- 

saving when renal function is markedly impaired. 

¢ has minimal side effects: incidence of reactions less than 
in 4,000 infusions. 


See package literature for dosage, administration, and precautions. 
Supplied: Lipomul I.V. is a sterile, nonpyrogenic, oil-in-water emulsion 
supplied in 500 cc. bottles for intravenous use. Each bottle contains 
cottonseed oil 75 Gm., glucose 20 Gm., and soybean phosphatide 6.0 Gm. 


Included in each package is an intravenous administration unit which 
must be used in all Lipomul I.V. infusions. The package must be stored 
in a refrigerator and protected from freezing. The unit is not for multiple- 
dose use, and any unused portion should be discarded. 
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University “icrofilas 
313 North First Street 
Arbor, Mich. C.. 


SQUARE DRESSING 


‘The new Square Dressing Sterilizers are 
research-designed to meet the most exacting of 
hospital needs . . . with minimum demands upon 
the time and attention of operating personnel. 

The roomy square chamber readily accepts 
three large trays . . . for maximum production 
and dependable sterilization of dressings, tray 
sets, syringes and needles, rubber gloves, flasked 
fluids and related surgical supplies. 

Made in the Amsco tradition for long, 
dependable service, the Square Dressing Sterilizer 
reflects the skills of more than sixty years of 
thoughtful and continuing research. 


Write for Bulletin C-162 


AMERICAN 


STERILIZER 


ERIE*PENNSYLVANIA 


STERILIZERS ~ 


Maintain the most advanced 
sterilizing techniques... 
within minimum operator time 


Unitized Control Panel —— 


Eye level Control Panel includes Indicating — 
Recording — Controlling Thermometer and 
Cyclomatic Control. Simple, direct and positive, 
Cyclomatic Control begins timing when the 
selected temperature is reached, sterilizes, 
exhausts, and dries the load .. . AUTOMATI- 
CALLY. Saves steps and time for the operator, 
materials and steam for the hospital, and worry 
and uncertainty for the staff. 


WORLD‘S LARGEST DESIGNER and MANUFACTURER 
of SURGICAL STERILIZERS, TABLES, LIGHTS 
and RELATED PRODUCTS. 
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